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ABSTRACT 
This case study, which was conducted in the Libode District of the Eastern Cape 
Province, investigated forty (41)) Grade 3 children’s awareness of and the extent of 
knowledge about HIV/AIDS disease. The study targeted primary school children aged 
between 5 and 12 years. This investigation assessed the knowledge levels, attitudes 
and risky perceptions associated with HIV/AIDS among primary school children in 
order to achieve one major purpose: to help learners acquire adequate basic 
knowledge that could help them make informed decisions about how to protect their 
own health and to promote safe behaviours concerning HIV/AIDS. The study was 
located within children’s concepts of illness theory and children’s rights theory. 
DATA 
 
The findings of my study suggested the HIV/AIDS awareness and prevention 
interventions that have been implemented since the outbreak of the epidemic have 
not their stated objectives aimed at reducing infections and children’s feeling of 
stigma towards their HIV/AIDS infected peers in schools. More worrying is the fact 
that the results suggested that primary school children lacked the appropriate 
knowledge about HIV/AIDS. The outcome of this lack of knowledge is that many 
primary school children have adopted risky behaviours towards the disease.  
 
The study recommended that all stakeholders must shift prevention interventions from 
media-based programmes focussed on adolescents to school-based programmes 
focused on primary school learners. The literature reviewed and my findings 
suggested school-based prevention awareness campaigns and inclusion of HIV/AIDS 
knowledge into school curriculum for all learners might produce better results. 
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CHAPTER 1 
ORIENTATION AND BACKGROUND 
 
1.1 INTRODUCTION  
This case study, which was conducted in the Libode District of the Eastern Cape 
Province, investigated forty (40)) primary school children’s awareness of and the 
extent of knowledge about Acquired immune deficiency syndrome (HIV/AIDS) 
disease. The study targeted primary school children aged between 5 and 12 years. 
This investigation assessed the knowledge levels, attitudes and risk perceptions 
associated with HIV/AIDS among primary school children in order to achieve one 
major purpose: to help learners acquire adequate basic knowledge that could help 
them make informed decisions about how to protect their own health and to promote 
safe behaviours concerning HIV/AIDS.  
 
1.2. BACKGROUND OF THE STUDY  
 
Acquired immune deficiency syndrome (AIDS) is an infectious disease caused by the 
human immunodeficiency virus (HIV). There are two types of the HIV virus, HIV-1 
and HIV-2, both of which ultimately cause AIDS. Acquired immunodeficiency 
syndrome, or AIDS, is the most advanced stage of HIV infection. During HIV infection, 
the virus attacks and destroys the infection-fighting CD4 cells of the body’s immune 
system. Loss of CD4 cells makes it difficult for the immune system to fight infections 
(Online Medical Dictionary, 2013).  
 
The national policy for HIV/AIDS for schools declared that the Ministry was committed 
to minimizing the social, economic and developmental consequences of HIV/AIDS to 
the education system (Government Gazette 1990). The policy stated that schools are 
the key settings for educating children about HIV/AIDS and for halting further spread 
of the infection. It was envisaged that all school children and educators should be 
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encouraged and trained in providing leadership to implement an HIV/AIDS awareness 
and prevention education in schools. South Africa has the greatest number of people 
living with HIV/AIDS. While 316 000 adults were infected with the HIV virus in 2012, 
63 000 children were also infected with HIV in the same year. In 2012, South African 
children under 15 years of accounted for a third of the population –16, 86 million. Also 
in the same year AIDS accounted for 43.6% of all deaths in South Africa and rendered 
2, 01 million children AIDS orphans (Statistics South Africa, 2012). 
 
1.3 Impact of HIV/AIDS on South African Education System 
 
The Higher Education HIV and AIDS Programme (HEAIDS) reported that South African 
HIV/AIDS infection rate in 2000 was about 0, 7%. It was estimated that this  
HIV/AIDS infection rate would increase to 36% in 2010. It was also stated that about 
0, 5% of learners had HIV/AIDS and this parentage would increase to around 4, 2% 
by the end of the decade. The HEAIDS document also stated that HIV/AIDS is a 
disease that threatens the lives of everybody including school children. Since there is 
no cure for HIV/AIDS and because it is transmitted by various ways including sexual 
contact, it is vital that everyone including school children know about the disease. In 
particular, people need to know what it is, how it is transmitted, how to protect 
themselves from it, and how to relate to people with the disease. HIV/AIDS is not only 
a medical problem but has psychological and economic implications.  
 
Besides the HIV/AIDS-related problems listed above, HIV/AIDS is also constitutes the 
greatest challenge to our schools. It imposes a serious threat to schools as it leads to 
premature disability and death of school children. There are many AIDS-related 
diseases affecting school children, for example pneumonia, tuberculosis and 
diarrhoea. HIV/AIDS affects school children and their intellectual ability which may 
lead to poor performance in their studies (South Africa ,2005).  
  
In preventing the HIV/AIDS infection, the crucial responsibility of schools is to teach 
young learners to avoid either contracting the infection or transmitting it to others. 
HIV/AIDS awareness and knowledge acquired through school-based prevention 
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education can provide vital data source for the development of HIV/AIDS-related 
policies based on the most current scientific knowledge. In doing so, schools have the 
opportunity to make important improvements in the quality of health education 
provided to young learners worldwide as a step towards improving global health and 
halting the spread of the disease (Sharma, 2006). 
 
According to HEAIDS (2008, p.59), schools or higher education institutions should 
develop their own policy on HIV/AIDS to give operational effect to national guidelines. 
It is expected that a school policy should be consistent with the South African 
Constitution and the legislative framework. A school policy informed by national 
HIV/AIDS guidelines should have the responsibility to be a centre of information and 
support on HIV/AIDS in the community it serves. According to the Department of 
Education in South Africa, HEAIDS (2008, p.77) had published a Draft National 
Strategic HIV/AIDS plan aimed at auditing and monitoring HIV/AIDS prevention policy 
implementation in schools.  
 
The Department Of Education (DoE) developed and produced HIV/AIDS resource 
guides to be used by schools to prepare an action plan for reducing HIV/AIDS 
infection. A Peer Education Programme aimed at assisting learners to develop 
knowledge, skills, values and attitudes required in making responsible choices, is 
offered at secondary level but not for primary school level. This means that educators 
should set an example. In so doing, they would protect their families, colleagues, 
learners and themselves. The school environment offers educators easy access and a 
great opportunity to discuss the disease and to help the young to protect themselves 
from becoming infected, getting sick, and dying. Educators and learners are 
frequently in touch with parents. This access to parents of learners gives educators 
opportunity to spread the message about the HIV/Aids throughout in the community. 
 
1.4 THEORICAL FRAMEWORK 
The study on children’s HIV/AIDS awareness and prevention education was located 
within two major children’s educational theories: (1) children’s concepts of illness and 
(2) children’s rights theory. 
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Children’s Concepts of Illness Theory (CCI) 
Children’s concepts of illness theory, formulated by Bibace and Walsh (1980), were 
based on Jean Piaget’s theory of cognitive development (Piaget, 1954, Piaget & 
Garcia, 1974). The Piaget’s theory has been applied extensively in children’s concepts 
of illness research studies (Burbach & Peterson, 1986).   
 
According to Miller (2002), Piaget’s theory proposes four stages of cognitive 
development (learning theory): sensorimotor, pre-operational, concrete operational 
and formal operational. Using Piaget’s preoperational stage as their starting position, 
Bibace and Walsh constructed the first two stages of the children’s concepts of illness 
(CCI) theory: (1) Phenomenism and (2) Contagion. Bibace and Walsh (1980) have 
stated that children construct their concepts of illness during the preoperational stage. 
They do this by either using Phenomenism or Contagion explanations.  
 
Phenomenism explanation describes how children explain illness naively and are 
unable to explain the cause of an illness. For example, a child might say he/she gets 
sick from the moon and fails to explain how. Getting sick through contagion refers to 
the stage when children be they can get sick just by being near objects in their 
surroundings without touching them. Some children tend to go as far as to link 
contagion to inappropriate situations (e.g. scraped knee or toothache).  
 
Bibace and Walsh (1980) report that at this stage children are prone to magic 
thinking. This involves children’s tendency to link the explanation of illness and its 
cause to what might be described as “magical”. For example, a child might say she/he 
got sick because someone was near her/him and she/he does not know how she/he 
got sickness from that person.  That levels of age determine children’s concepts of 
illness is endorsed by a South African study conducted by Peltzer and Promtussananon 
(2002) entitled “Black South African Children's Understanding of Health and Illness: 
Colds, Chicken Pox, Broken Arms and AIDS”. The 60 child participants (30 5-year-olds 
and 9-year-olds) were selected from by simple random sampling from a rural primary 
school.  The results indicated that the 9-year-olds were more likely to give objective 
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signs of chicken pox and AIDS than the 5-year-olds. They also knew more about 
objective symptoms of colds, chicken pox and AIDS, and were more likely to mention 
non-observable signs of colds and broken arms.  
 
Children’s Rights Theories 
Payne G. (2006)  social transformation theory that focused  on how disadvantaged 
and poor young children should be educated in order for them to recognises their 
rights – an educational concern initiated in his seminal work, The Pedagogy of the 
Oppressed (1970) – also consolidates the CCI theorists analysed in section 1.4.1 
(Children’s Concepts of Illness Theory). Payne (1970) focused his theory of the 
pedagogy of the oppressed on how children and young people should be taught by 
educators. His  theory contents that the thesis of  young people and children should 
be taught through their own minds or through their own perspectives of their own 
realities needs to be explained. His  theoretical views on children’s educational 
theories are naturally linked to the following children’s educational theories: (1) Jean 
Piaget’s child’s cognitive developmental theory; (2) children’s concepts of illness (CCI) 
first developed by Bibace and Walsh (1980) and (3) through the eyes of the child 
(TEC) theory by Koopman, Barrs, Chaplin and Zwinderman (2004).  
 
Children’s rights and the need to educate them about their rights are internationally 
regarded as their basic rights under the United Nations Convention on the Rights of 
the Child, Universal Declaration on Human Rights, the International Covenant on Civil 
and Political Rights, and the Millennium Declaration, which measures the global 
Millennium Development Goals. Although the United Nations documents on the 
children’s rights declare the forcefully children’s rights, the responsibilities that go with 
rights were never spelt out. Within the context of my HIV/AIDS awareness and 
prevention education, there was the need to address not only children’s rights but 
also their responsibilities within their homes,  schools  and communities that are being 
destroyed by HIV/AIDS.  
 
According to policy handbook learners and students with HIV/Aids have the right to 
attend any school or institution. The needs of learners and students with HIV/Aids 
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with regard to their right to basic education should as far as is reasonably practicable 
be accommodated in schools and institution. Learners with HIV are expected to attend 
classes in accordance with statutory requirements for as long as they are able to do 
effectively. Learners of compulsory  school-going age with HIV who are unable to 
benefit from an attendance from school  or home education may be granted 
exemptions from attendance in terms of 4(1) of the South African School’s Act, 1996 
by the Department of Education, after consultation with the principal the parents and 
the medical practitioner where possible. 
 
The right guarantees everyone access to any information held by the state or private 
institution or individual that is necessary for the exercise or protection of his rights. 
The state has the line with the constitutional directive acted the Promotion of Access 
to information that may be claimed and procedures for claiming such information. This 
legislation also places limits on disclosure of certain information. Madotyeni (2006, 
p.84) writes about the limitation contained in section 36 (1) of the Constitution or they 
could be limited by some limitations contained elsewhere in the Bill of Rights itself. 
 
1.4.3  Children’s Rights to Education (Section 29)  
The Constitution of the Republic of South Africa spells out rights to education. This 
section of the Constitution stipulates that everyone has the right to a basic education, 
which includes adult basic education and further education. The Constitution directs 
the state, through reasonable measures, to make education progressively available 
and accessible (SA Constitution, section 29 (1), 1996, p.14). The Constitution also 
states that everyone has the right to receive education in the official language of their 
choice in public educational institutions where that education is reasonably 
practicable. In order to ensure the effective access to, and implementation of, this 
right, the state must consider all reasonable educational alternatives, including single 
medium institutions. In implementing this right, the state is required to take into 
account equity practicability and you need to redress the results of past racially 
discriminatory laws and practices (SA Constitution, section 29 (2), 1996, p.14). The 
Constitution further states again that everyone has the right to establish and maintain 
(at their own expense) independent educational institutions that do not discriminate 
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on the basis of race. They are registered with the state and maintain standards at 
comparable public educational institutions (SA Constitution, section 29 (3), 1996, 
p.14).  
 
1.4.4. The Right of Access to Information (Section 32)  
The right guarantees everyone access to any information held by the state or private 
institution or individual that is necessary for the exercise or protection of she/his 
rights. The state has in accordance with the constitutional directive passed the 
Promotion of Access to Information Act 2 of 2000, as amended. This Act 2 of 2000 
sets out the specific information that may be claimed and procedures for claiming 
such information. This legislation also places limits on disclosure of certain 
information.  Madotyeni (2006, p.84) describes the limitation of the Rights inherent in 
the Constitution. He points out that in addition to the duties of the state in respect of 
enforcement, protection and promotion of rights provided by section 7, the rights 
contained in section 36 (1) of the Constitution could be limited by some limitations 
contained elsewhere in the Bill of Rights itself. 
 
There are arguably very few rights in the South African constitution that can be truly 
regarded as absolute, for example, the right to life or freedom against torture etc. 
Section 7 envisages two types of limitations namely, the internal qualifiers and the 
general limitations in terms of section 36 (1) of the Constitution. This suggest that the 
rights may be limited in terms of the general limitation set out in the section may in 
addition be limited by other specific qualifiers placed specifically within the right itself. 
Internal or specific qualifiers place specific conditions before a specific right can be 
legitimately enjoyed.  
 
1.5.  STATEMENT OF THE PROBLEM 
There is a continuing growth of HIV/AIDS infection among children between 7-12 
years. As an educator, who teaches young children, I have often found out that young 
children have many questions regarding the aspects of HIV/AIDS although some 
might know or not know what HIV/Aids is.  For example, if young children are asked 
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what causes aids, they usually give answers based on one or other observable aspect 
of HIV/Aids. Their answers usually tend have nothing to do with what HIV/AIDS is or 
what causes it. Despite the fact that there are HIV/AIDS awareness media campaigns 
and Life Skills programmes, there is visible display of lack of knowledge in foundation 
phase children. This lack of HIV/AIDS knowledge among primary school children 
creates a fertile environment for increasing of HIV /AIDS among this age group. 
 
1.6. RESEARCH QUESTIONS 
The main research question is: How much do children know about HIV/AIDS? The 
subsidiary research questions generated by the main research question are:  
 What are children’s attitudes towards HIV/AIDS? 
 What are children’s attitudes towards people who are sick from HIV/AIDS? 
 What makes children lack knowledge? 
 Which HIV/AIDS strategies can be used to help these children? 
 Are they aware about HIV/AIDS? 
 
1.7 AIMS AND OBJECTIVES OF THE STUDY 
The central aim of the study is to assess how much children know about HIV/AIDS. It 
also intends to explore children‘s attitudes towards HIV/AIDS and people who are 
infected with HIV/AIDS. The intention is to explore the best practice HIV/AIDS 
prevention strategies that can be used to equip young children so that they could 
make informed decisions about HIV/AIDS.   
 
1.8 RATIONALE OF THE STUDY 
In other words the researcher mounted this study because she believed that 
equipping young children with HIV/AIDS knowledge would help them from getting 
infected with the disease. If school children are well-informed about diseases and 
HIV/AIDS, this might help minimize the rate of HIV/AIDS infection among young 
learners. I also intend to help the young learners, teachers and the school community 
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make informed decisions concerning HIV/AIDS awareness and prevention campaigns 
by making the findings available to them.  
 
Schools HIV/AIDS caregivers and the school whose learners participated in the study 
might also benefit from this study. The target school and its surrounding communities 
might also benefit from the study since the researcher intends to organise workshops 
through which information could be circulated. Moreover, HIV/AIDS pamphlets and 
hand-outs for younger school children will be developed and designed by the 
researcher after completion of the project. 
 
1.9. RESEARCH DESIGN :QUALITATIVE 
The study used a single case study research design which focused on HIV/AIDS 
knowledge level among foundation phase learners from a primary school in Libode 
District of Eastern Cape Province of South Africa. Creswell (2003, p.154) refers to 
Babbie (1995) in his explanation of the purpose of case study design as follows: "This 
purpose is to generalize from a sample to a population so that inferences can be 
made about some characteristic, attitude, or behaviour of this population”.  
 
1.10. THE TYPE OF SAMPLE USED: PURPOSIVE SAMPLING 
According to Potlit and Hungler (1989, p.169), sample refers to a process of selecting 
portion of the population to represent the entire population. The researcher used 
purposive sampling which involves choosing readily available people or object for the 
study. According to Brink (1999), a sample is a part or selection of the whole or a 
subset of a large population set selected by researchers to participate in a project. 
 
A sample is a subset of the whole population (Bless & Higson-Smith, 1995, p.86). A 
sample is a substance of cases drawn from the target of accessible population 
(Seaman, 1987, p.234). Sampling refers to the process of observing only some of the 
subjects of a large group of subjects. A sample should be large enough to convince 
others that is adequate. According to Payne and Payne (2004, p.88),  sampling 
is the process of selecting a subset of people to be studied from the large universe to 
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which it belongs. Qualitative researchers use a sampling strategy that guides their 
choices of participants in order to enable the researchers to make systematic contact 
with their participants without wasting time (Boeije, 2010, p.120). Qualitative research 
studies typically use non-probability samples where sample units are chosen 
purposively to provide detailed understanding (Ritchie, Lewis & Elam, 2003, p.107) 
this means that the selection of sampling units is based on known characteristics 
relevant to the research topic. In this study sample units were all Grade 3 learners. 
 
This study targeted one Junior Primary school in the district of Libode under the 
Nyandeni District Municipality. The researcher used open-ended question semi-
structured interviews for primary data collection. The open-ended question interviews 
targeted forty (40) learners from one school in the Libode District. 
 
1.11. DATA COLLECTION TECHNIQUES 
The types of research data (qualitative and quantitative )  to be collected for the study 
determine the data collection instrument and strategies for gathering information for 
the research (Babbie & Mouton, 2001, p.78). Research reports that qualitative 
research uses several methods of data collection techniques (Wimmer & Dominick 
(2000). O’Leary (2004) observes that data collection is an essential part of conducting 
research. Heaton (2004) lists some of the data collection methods: interviews, focus 
groups, surveys, telephone interviews, field notes, taped social interaction or 
questionnaires. 
 
The study used open-ended-question interviews to collect primary data from forty 
Grade 3 learners from one Junior Primary School. The open-ended-questions were 
deemed to be most appropriated and were aimed at assessing the participant levels of 
knowledge about and attitudes towards HIV/AIDS. 
 
1.12. RESEARCH  INSTRUMENT: INTERVIEW SCHEDULE 
According to Zhang and Wildemuth (2006), interviews are tools widely used in 
measuring people’s experience and inner perception, attitudes and feelings of reality. 
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Research studies (Kvale, 1996; Cohen et al, 2000) have highlighted the fact that the 
interviewer’ views about the topic are not important. What is of crucial importance, it 
is argued, is the interviewee or the respondent, who is the source of the essential 
primary data. 
   
1.13. TYPE OF INTERVIEW USED: OPEN–ENDED/SEMI-STRUCTURED 
INTERVIEW 
Fox and Bayat (2007, p.72) state that interviews may be conducted on one-to-one 
basis or in focus groups. Focus groups could contain between four and twelve people. 
The tradition of inquiry usually determines the form of the interview. For example, a 
phenomenology-focused study would require in-depth interviews aimed at the primary 
source of data collection. The views are recorded from a small number of individuals 
who have experienced a specific phenomenon. The data itself could eventually come 
from a combination of various sources. It could also comprise data gained from long 
intensive interviews involving several participants, self-deliberation by the researcher 
and data collected from descriptions of experience gained outside the context of 
research projects, for example, from novels, poetry, sculptures and other art forms. 
 
Imenda and Muyangwa (1996, p.1360) stated that “number of assumptions are often 
made regarding the use of interview schedule to collect data”. The researcher knows 
precisely what she or he wants to find out and the respondents might tell him/her 
what he wants to know. The interview schedules were distributed to school by hand 
so as to avoid unnecessary delays. The completed interview schedules were also 
collected in the same day. The interview data from the participants were analysed as 
soon as they were collected.      
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                
1.14. DATA ANALYSIS  
Data is the information that is collected through research. Fox and Bayat (2007, 
p.106) state that analysis is employed to clarify the terms, concepts and  statements 
about the phenomenon under investigation. The analyst has to reveal the hidden 
meanings in the data collected. They further refer to data analysis as the processes of 
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reasoning strategies and argumentation that form an integral part of the data analysis 
process. The data analysis process leads to construction of relevant strategies crucial 
for data synthesis, induction and deduction. 
 
 The Libode research data was collected and reported in words not in numbers. The 
data was analysed through naïve perspectives, experiences of the Grade 3 learners, 
who were participants. That is, the data analysis process was filtered through 
children’s own experiences of their world and their stories about the HIV/AIDS 
epidemic. 
 
1.15. DEFINITION OF TERMS  
AIDS: Acquired Immune Deficiency Syndrome is the most advanced stage of 
HIV infection. During HIV infection, the virus attacks and destroys the infection-
fighting CD4 cells of the body’s immune system. Loss of CD4 cells makes it difficult for 
the immune system to fight infections that attack the body.  
Anti-Retroviral (ARV): A type of drug that stops or weakens the strength of the 
virus in HIV-infected person. 
Deficiency:  Means the breakdown of the body’s immune system due to the human 
immune virus (HIV), which has weakened body’s infection-fighting mechanism. 
Hence, body has lost its disease-fighting power and can no longer fight all infections. 
Epidemic: An epidemic occurs when an infectious disease spreads rapidly among 
many people.  
HIV: Human Immune Deficiency Virus. It is the virus that causes the acquired 
immune syndrome (AIDS) – the pandemic that is spreading around the world. 
HIV-infected person: A person who has been infected with HIV. Hiv positive 
persons may not know that they are infected, and could remain completely healthy for 
many years after the initial infection. 
Infection: Having a diseases or germs that cause illness.  
Immune: Reflects to those infection-fighting soldiers of the body, which protect the 
body against germs such as bacteria and viruses. The infection-fighting soldiers are 
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composed of white corpuscles or white blood cells. Nature designed the immune 
system to fight infections.  
Pandemic: A pandemic is a global disease outbreak. That is it is a widespread 
disease that is found in a large part of the global population. HIV/AIDS is an example 
of one of the most destructive global pandemics in history. 
Phenomenology: The word phenomenology means bring to light. It is an 
appropriate way of exploring research questions which will lead to a different way of 
knowledge being constructed. 
Policy: A document setting out a departments ‘or organization‘s position on a 
particular issue.  
Syndrome: It is a collection of signs and symptoms which together form or 
constitute a disease entity. 
UNAIDS: United Nations Joint Programme on HIV/AIDS. 
WHO: World Health Organisation. 
 
1.16. DIVISION OF CHAPTERS AND CHAPTER OUTLINE  
1. Chapter 1: Orientation and Background to the Study 
This chapter gives an overview of how the researcher conducted the research. The 
chapter achieves this by reviewing previous studies on HIV/AIDS and locating the 
study within the international, Sub-Saharan and South African contexts. The 
theoretical concepts that inform the HIV/AIDS awareness and prevention strategies 
are also reviewed. The chapter also outlines the research methodology and the 
scientific research process.  
2. Chapter 2: Literature Review  
Chapter 2 provides a literature review and outlines the theoretical framework of the 
study, which informs the research.  
3. Chapter 3: Research Methodology. 
This chapter details the Research Methodology and procedures. The research 
methodology was adopted its approval from the Supervisor. 
4. Chapter 4: Data Analysis and Presentation of Findings. 
This chapter presents, interprets and analyses the data collected and the results. 
Chapter 5: Recommendations and Conclusions 
   14 
 
This chapter is a summary of the study and presents the findings of the research. It is 
in this chapter that recommendations are made. 
 
1.17. CONCLUSION 
The study that focused on HIV/AIDS knowledge level of 40 Grade 3 children from a 
junior primary school situated in Libode District of the former Transkei Region. It  
aimed to use this school-based study as opposed to the popular media-based 
HIV/AIDS prevention campaigns to help learners, community members and teachers 
reduce infection rates among learners. It is hoped that targeting Grade 3 pupils who 
are not sexually active would build them adopt non-risky behaviours towards 
HIV/AIDS. 
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CHAPTER 2 
LITERATURE REVIEW AND THEORETICAL FRAMEWORK 
 
2.1  INTRODUCTION 
The main focus of the chapter is on the impact of the epidemic on education. This is 
done by analysing relevant studies on the HIV/AIDS prevention campaigns initiated in 
South Africa to halt the speed of HIV/AIDS infection since the outbreak of the 
epidemic in South Africa. The review of literature on both international and South 
African HIV/AIDS focuses on the levels of knowledge, awareness education and 
prevention campaigns targeting young people (aged 15-24 years) and primary school 
children (aged 0-14 years).  
 
2.2 THE IMPACT OF HIV/AIDS ON SOUTH AFRICAN EDUCATION 
HIV/AIDS in South Africa places enormous stress on infected individuals and their 
families who are confronted with the demands of caring for the seriously ill and with 
the trauma of death. In addition they face the economic burdens of health care and 
funeral costs, and less income when breadwinners become ill. All of these factors are 
made worse by the stigma associated with HIV/AIDS. 
 
This means that people and children can be victims of prejudice at work, schools in 
their community and at home, and invariably lack the support mechanism available to 
most other fatal diseases. The death of an adult can have a dramatic impact on family 
structure and function. Children, the elderly or single parents may be left to run 
households, with severe implications for those concerned (King, 1995:40). Many 
people in the community do not believe that HIV/AIDS is real. Millions of people have 
the HIV germ inside them. Thousands have already died of HIV/AIDS.  
 
In South Africa some people say that HIV/AIDS is only a disease of white people. 
Some traditional healers like “Sangomas “say they have a cure for HIV/AIDS 
(UNAIDS; 2007). Some community members have attitude that HIV/AIDS is only a 
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problem for prostitutes and loose men who live in the city They do not see as a 
problem in rural areas, including schools Some of the statements made by the 
communities indicate a lack of knowledge about the disease (UNAIDS; 2007).  
 
Today there are lessons from a variety of global, countrywide and local initiatives that 
provide valuable pointers on priorities and future interventions. The best performance 
indicators that have emerged from awareness and prevention education research 
studies since the outbreak of the epidemic include the following: strong leadership, 
harmonization of responses from various sectors, research linked to action, 
accountability, and prevention guidelines proposed by UNAIDS.  
 
 2.3 YOUTH’S & CHILDREN’S HIV/AIDS PREVENTION STRATEGIES  
At the 19th International AIDS Conference (AIDS 2012) held in Washington, DC, the 
Deputy President, Kgalema Motlanthe, declared: “Prevention is at the heart of South 
Africa's new National Strategic Plan (NSP) for HIV, sexually transmitted diseases and 
TB 2012-2016, which aims to reduce new HIV infections by 50% by taking a holistic 
approach, while tackling related issues of violence against women” (South Africa.info 
Website, 2012). The NSP responds, in part, to standout features of South Africa's 
HIV/AIDS profile relating to women and HIV and TB co-infection. According to 
Statistics South Africa, 16.6% of the country's adult population (aged 15-49) years 
were living with HIV in 2011 – an estimated 5.38 million people, including about one-
fifth of South African women in their reproductive ages. 
At the same time, South Africa has the third-highest level of TB in the world, after 
India and China. New infections have increased by 400% over the past 15 years, 
reaching 970 new infections per 100 000 people in 2009. About 1% of the South 
African population develops TB every year. In addition, more than 70% of patients are 
co-infected with both HIV and TB. Research also shows that South Africa could often 
prevent HIV infections in young women if they were not subjected to violence and 
intimidation by their partners. During the NSP's launch in December, 2012, President 
Zuma declared: 
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Government is prioritising the fight against the abuse of women and children 
through law enforcement as well as education and awareness … We must also 
enhance our socioeconomic interventions to deal with poverty, unemployment, 
food insecurity, and inequality ... These either contribute to the spread of HIV 
or worsen the impact of the epidemic.  
What does the existing literature say about the implementation performance of  South 
African HIV/AIDS awarenness and prevention programmes that were intiated since 
the outbeak of the epidemic? 
2.4 Historical Overview of South African HIV/AIDS Prevention Strategies 
The South African government had, since 1994, put in place awareness education 
programmes aimed at enhancing learners’ levels of basic knowledge, attitudes, 
perceptions and non-risky behaviours associated with HIV/AIDS epidemic. Despite all 
these efforts, research studies on the Knomanani, Soul City, Soul Buddyz and loveLife 
suggest that South African HIV/AIDS education programmes are not achieving their 
desirable objectives. These negative outcomes of South Africa’s efforts to reduce HIV 
infections among the youth and children (0-14) are re-confirmed by the findings of 
the 2010 SACMEQ Report. This report indicated that the South African Grade 6 pupils, 
who participate in the SACMEQ study, failed the assessment that measured their 
knowledge levels on HIV/AIDS (SACMEQ III, 2010).  
 
During the period 1999-20004, South African HIV/AIDS awareness and prevention 
strategies were dominated by three major HIV/AIDS communication initiatives 
substantially funded by government. These communication HIV/AIDS prevention 
interventions were Soul City, LoveLife, and Khamanani. The three government funded 
prevention initiatives, which used mass media including TV, had not been able to 
radically reduce the HIV/AIDS infection rate during the five-year period.  
 
Soul City that was first screened and broadcast in 1994 was delivered mainly through 
many concentrated multi-media series. All the series had incorporated HIV/AIDS 
elements such as workplace life skills and advocacy HIV/AIDS campaigns. Soul City 
gave rise to a second series, Soul Buddyz, which focuses on pre-adolescents and had 
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mushroomed into a nationwide network of Soul Buddyz clubs. Soul City is screened in 
other Southern African countries and work places. 
 
 The next commination HIV/AIDS initiative, love -Life, which was created by several 
non-government organisations working in reproductive health, began its operation in 
1999. It focuses on reduction of HIV/AIDS infection among the youth through 
strategic youth interventions. Love -Life targets young people between 12-17 year 
olds. Its annual budget of R200 million since its inception in 2003, is evidence of it 
being the largest HIV/AIDS communication programme. 
 
Khomanani, which began to operate in 2002, is the newest of the three major 
HIV/AIDS awareness and prevention interventions. It is directly managed by the 
Department of Health (DoH). However, it is planned and implemented through private 
sector agencies (Collinge, 2005, p. 202). The other aspects of government HIV/AIDS 
awareness and prevention strategies are (1) mass condom distribution, (2) STI 
prevention and management, (3) the school-based life skills programme, (4) sector 
mobilisation and (5) Social security (DoH Annual Report 2001-2002). The focal areas 
of HIV/AIDS prevention and awareness programmes outlined above were: 
 “Knowledge, attitudes and safe sex behaviours which are conducive to 
curtailing HIV infection. 
 Knowledge, attitudes and supportive activities that serve to reduce the stigma 
that attaches to HIV and AIDS, to promote health seeking behaviour and to 
build a more caring environment”   (Collinge, 2005, p.202-203).   
 
The question that provides the rationale for this is having all the HIV/AIDS prevention 
and education strategies aimed at reducing HIV/AIDS infection among young South 
Africans achieved their intended objectives? The comment made by Anso Thom and 
Kerry Cullian (April 21, 2010) in their online newspaper clip entitled “Khomanani 
Shambles” suggested that these programmes, especially the government’s multi-
million-rand Khomanani HIV/AIDS education and prevention project Khomanani 
programme failed. The two authors conveyed this failure as follows: “There are 
growing calls for a forensic audit into Khomanani, Government’s flagship HIV 
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prevention campaign which has cost the taxpayer millions of rand but has very little to 
show for it”.  
 
The most recent comprehensive nationwide survey on learners’ levels of knowledge, 
attitudes and safety measures related to HIV/AIDS revealed that South Africa school 
children are lacking behind in HIV/AIDS within the SADC region. One could argue that 
this negative result confirms the overall failure of HIV/AIDS expensive mass media 
communication programmes outlined above. Research has suggested that 
socioeconomic factors have been fuelling the infection rate of HIV/AIDS across the 
world and Khomanani confirms this. 
  
The failure of the mass-media-communication-based HIV/AIDS prevention education 
strategies motivated me to conduct a school-based study, which targeted not the 
youth but primary school children aged 5-12 years. That children form a huge 
proportion of the global population accounts for the fact that HIV/AIDS knowledge 
and awareness and prevention education is currently directed at children (0-14). How 
does South Africa fit into this scenario? In 2012, South African children under 15 years 
of accounted for a third of the population – 16, 86 million. Also in the same year AIDS 
accounted for 43.6% of all deaths in South Africa and rendered 2, 01 million children 
AIDS orphans (Statistics South Africa, 2012).  
   
 
2.5. HIV/AIDS in South African Schools 
Why this study targeted Grade 3 learners could be attributed to the researcher’s belief 
that education about HIV/AIDS needs to commence early in childhood and develop 
through adolescence and into adulthood. Introducing HIV/AIDS awareness and 
prevention education to children before they reach the vulnerable age at which they 
might encounter high risk situations is very important to the war against HIV/AIDS. 
There is much more to HIV/AIDS prevention than simply imparting the basic facts. 
HIV/AIDS education must be a balance between scientific knowledge and social skills 
crucial to mitigating the spread of the epidemic.  
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Education and care for people including school children that are infected and affected 
by HIV/AIDS is needed especially where there is culture of silence about the disease. 
Learners, educators and parents need to feel safe to talk about their lived experience 
concerning the HIV/AIDS pandemic. The social environmental climate that enables 
children and adults to talk freely about HIV/AIDS is essential for providing vital 
information and care support systems aimed at HIV/AIDS interventions.   
 
The purpose of education about HIV/AIDS in schools is to achieve the following: (1) to 
prevent the spread of the infection; (2) to allay children’s excessive fear of the 
epidemic; (3) to reduce the stigma attached to the disease, and (4) to instil in 
learners non-discriminatory attitudes towards persons suffering from HIV/AIDS. 
Education should ensure that learners and students acquire age-specific skills in order 
to adopt and maintain behaviour that will protect them from HIV/AIDS. Education in 
an era of HIV/AIDS is expected to ensure that learners and students acquire age-and 
context–appropriate knowledge and skills in order that they adopt and maintain 
behaviour that will protect them from HIV/AIDS.  
 
The most effective way of reducing HIV/AIDS infection among students and learners 
is to ensure that they receive school-based education about HIV/AIDS, in the context 
of life skills education on an ongoing basis. Life skills and HIV/AIDS education should 
not be presented as an isolated learning content, but should be integrated into the 
school curriculum or workplace programme. It should be presented in a scientific and 
understandable way. Appropriate course content should be available for pre-service 
and in-service training of educators to cope with HIV/AIDS in schools. Success can 
only be possible if enough educators are trained to educate learners about the 
epidemic. 
 
HIV/AIDS has added many unforeseen problems of its own. Learners are faced with 
problems that scare adults. Many learners, who are not infected by HIV/AIDS, are 
nonetheless affected by the disease because they have parents, relatives, and friends 
or neighbours who are sick or who have died from HIV/AIDS. Because of this, their 
lives have become harder, making it difficult for them to cope with many things 
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including at schools (UNAIDS, 2002, 44, 52-53.) Learners who are infected with or 
affected by HIV/AIDS should be treated in the same way as other learners. Moreover, 
HIV/AIDS disrupts teaching, learning and division of work in schools.  
 
The problem facing schools is that teaching and learning provisions are disrupted 
when learners are absent from class due to illness, death, and the need to care for 
family members.  Furthermore, the loss of cohesion in the school society caused by 
loss of morale and motivation among teaching staff and learners leads to indiscipline 
and poor academic school results. Caraël  (2006, as cited by UNAIDS, 2007, p.15) 
confirms that learners affected by HIV/AIDS at home or at school report feeling 
depressed, fearful and misunderstood. These may lead to poor performance and an 
inability to cope with daily demands.  
 
The negative effects of HIV/AIDS increase the HIV/AIDS burdens already existing in 
affected schools. HIV/AIDS has the traumatic impact on the classroom, the teachers 
and the learners (Coombe 2005, p.4). On the other hand teachers have a duty to help 
learners wherever possible. The escalation of the HIV/AIDS epidemic is taking its toll 
on the school population. They have the duty to plan for emergencies that may 
include financial assistance to HIV/AIDS affected learners. UNAIDS (2004, p.53) says 
that the impact of HIV/AIDS needs to be tackled in a social and economic 
development contest. This means that both the socioeconomic and the medical 
attributes of the pandemic have to be tackled. The two-way solution is crucial because 
poverty reduction and medical treatment associated with the HIV/AIDS epidemic are 
both critical to the disadvantaged communities that carry the greatest share of the 
epidemic. Teachers should be trained to identify any problems that a learner may 
have for improving academic and socio-pedagogic circumstances, rather than dealing 
with the impact of HIV/AIDS. 
 
In 1988 the pressure-group for Treatment Action Campaign (TAC) was also founded 
to campaign for the rights of learners living with HIV/AIDS and to demand access to 
HIV/AIDS treatment in South Africa for all those who were in need of it. Soul City 
(2003, 28, p. 29) and UNAIDS (2004:62-63) have highlighted some of these needs 
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and have also emphasized the added burden to managers of any school affected by 
HIV/AIDS. These earliest HIV/AIDS prevention interventions revealed that many 
young people lacked basic information about HIV/AIDS. Research studies on 
HIV/AIDS prevention education have documented that students and learners are 
unaware of the ways in which HIV/AIDS infection could occur and of the ways in 
which HIV/AIDS can be prevented. Schools have an excellent point of contact with 
young people. Almost all young people attend school for some part of their childhood, 
and while they are at school, they are expected to learn new information. 
 
Educators can find creative ways to support their ill colleagues and learners, and 
make the school a centre of hope and care in the community. HEAIDS (2008, p.92) 
declares that all educators should be trained to give guidance on HIV/AIDS. Educators 
should respect their positions of trust and the constitutional rights of learners and the 
context of HIV/AIDS based on needs, ethos and values. The Ministry‘s policy on 
HIV/AIDS for learners and educators, School Governing Bodies (SGBs) and district 
officials has been implemented.  The South Africa Yearbook 2007/08 (2008, p.1) 
stated that the 2007-2011 National Strategic Transmitted Diseases gives a holistic 
view on how to respond to this challenge. It aims to reduce the number of new 
HIV/AIDS infections by 50% in 2011 and reduce the impact of HIV/AIDS on 
individuals, families, communities and society by expanding access to appropriate 
treatment, care and support to 80%of all affected people.  
 
Furthermore, the National Policy on HIV/AIDS for schools (Government Gazette, 1999) 
declared that the Ministry is committed to minimizing the social, economic and 
developmental consequences of HIV/AIDS to the education system. The Ministry 
expects all learners and educators to provide leadership towards the implementation 
of an HIV/AIDS policy in each school. In addition, HEAIDS (2008, p.59) expects all 
schools to do the following: to develop their own policy on HIV/AIDS, to provide their 
own leadership to policy implementation on HIV/AIDS and to give operational effect to 
national guidelines. HEIADS maintains that a school policy must be consistent with the 
South African Constitution and the legislative framework. A school policy must not 
contradict national policy.  
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Ultimately, the school has a responsibility to be a centre of information and support 
on HIV/AIDS in the community it serves. There should be committees that include 
staff, parent’s learners and health professionals to look generally the welfare of 
learners about this epidemic. HEAIDS declares that if Schools should have formal 
committees, which are supported by parents and community members, school 
communities would be able to make a difference and keep learners safe. This kind of 
support helps keep young children safe. The communal-based HIV/AIDS support 
systems outlined above can be illustrated.  
  
For example, on the 18th May 2008 in Malawi, there was the launch of HIV/AIDS 
called Candle Light Memorial World Aids Day. Its aim was to support all those who are 
affected and infected by HIV/AIDS. There was also a workshop about HIV/AIDS which 
was held at Walter Sisulu University on the 30th June 2008 with the aim of 
encouraging Universities to add HIV/AIDS to their curriculum. Also the involvement of 
parents and other stakeholders, for example the Department of Education system, 
communities economy and socially, would help to decrease the impact of HIV/AIDS in 
schools. Bush and West-Burnham (1994, pp.126-127) make it clear that delivering a 
quality education and HIV/AIDS prevention servicer requires knowing and 
understanding learners’ and their parents’ needs. Research suggests that attitudes 
and behaviour of young people can be changed to reduce the risk of HIV/AIDS 
infection. These changes may happen more quickly when parents and teachers work 
together to offer leadership and guidance to children and young people. Parents can 
reduce the risk of infection by recognising the importance of the life skills programmes 
and ensuring that their children acquire them. 
 
The HIV/AIDS epidemic has been spreading steadily for the past three decades, and 
now affects every country in the  world .Each year, more people die and the number 
of people living with HIV/AIDS continues to rise in spite of the development of many 
proven HIV/AIDS prevention methods. 
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2.6. The Consequences of HIV/AIDS for Education 
The HIV/AIDS epidemic has been spreading steadily for the past three decades, and 
now affects every country in the world. Each year more people die and the number of 
people living with HIV/AIDS continues to increase in spite of the development of many 
proven HIV/AIDS prevention methods. What is being analysed in this section, 
however, is the impact of HIV/AIDS on education. Hence, the section focuses on how 
consequences of HIV/AIDS have affected educational environment and reduced the 
overall quality of performance of teaching and learning. 
 
In 2000 the HIV/AIDS projection model commonly used in South Africa1 suggested 
that from 2000, 4-5% of 15-19 year olds would be newly infected each year, and a 
further 5% of those who were 20-24 years old. The number of orphans, children 
under 15 who had lost one or both parents, would climb steadily throughout the 
coming decade, reaching a peak of 2.5 million in South Africa by 2012. The UNAIDS 
World AIDS Day Report (2012, p.7), however, reported that South Africans living with 
HIV/AIDS during in 2012 were 5, 6 million (23.8%). The 2012 UNAIDS Report also 
indicated that young people (aged 15-24) accounted for 2.24 million (40%) of all new 
adult HIV infections in 2012.  
  
Also Between 20-25% of 10-14 year-olds are expected to be orphaned by 2010, 
although the proportion will vary from province to province, and from school to 
school. The 2012 UNAIDS UNICEF and USAID’s Children on the Brink:  A Joint Report 
on Orphan Estimates and Program Strategies reports that 860,000 children in Sub-
Saharan Africa lost teachers to AIDS in 1999 with South Africa topping the list with 
100,000 teacherless children. Infection levels among South African educators may be 
as high as 30% by 2010, with local variations in prevalence. What is the likely impact 
of HIV/AIDS-related illness and mortality on education in South Africa?  
 
Research suggested the consequences of HIV/AIDS on South African education would 
lead to the following: (1) fewer children enrolling in school because HIV-positive 
mothers die young, with fewer progeny; (2) children dying of HIV/AIDS complications; 
and (3) children who are ill, impoverished, orphaned, or carers for younger children, 
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or those who are earners or producers, not going to school or college. The above 
HIV/AIDS-related problems would also lead non-orphaned grieving learners whose 
family members or parents are ill and orphaned learners drop out, and retention, 
transition and completion rates will fall. The majority of schools displayed 
characteristics of poor learning and teaching strategies because of HIV/AIDS 
consequences (Shisana 2005, p.25). 
  
How has HIV/AIDS impacted on South African educators and schools? It resulted in 
loss of qualified educators and officials to education. Research suggests that 
educators are particularly vulnerable to infection because of their comparatively high 
incomes, sometimes remote postings, and geographic and social mobility. Other 
educators are said to have left the service for better jobs in the private sector which is 
also losing qualified staff through HIV/AIDS. The capacity of teachers’ colleges to keep 
up with reduction of educator numbers will be undermined by their own staff losses. 
 
Another negative effect of HIV/AIDS on education arises from financial constraints, 
which make it more difficult for provincial education departments to provide formal 
education of adequate scope and quality. Sick and death benefit costs are already 
rising, along with additional costs for teacher training. Provinces will come under 
increasing pressure to switch resources away from education to other social sectors 
like health and welfare. Contributions from parents and communities to education can 
be expected to decline, and HIV-affected households may no longer be willing or able 
to keep children in education. The financial problem created by the burden of the 
disease has shifted more of financial resources needed for running more of the cost 
back to government. 
 
One of the key mediums of HIV/AIDS awareness and prevention is education 
(Gellman, 2000). Education can help to fight HIV/AIDS and it must focus on young 
people. Research has consistently argued that the HIV/AIDS epidemic will produce 
large numbers of orphans. King (1995, p.14) estimated that in 2005 there would be 
nearly a million children under the age of 15, who would have lost their mothers to 
HIV/AIDS. According to UNAIDS (2004, p.68), a large number of children would be 
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affected by the deaths of adults in their households. These children would be 
emotionally vulnerable because they had been traumatized or grieving. Many of the 
HIV/AIDS-traumatised and vulnerable children would have also lost their homes when 
their caregivers died.  
 
There was also and still is a risk that they would drop out of school. The increase in 
orphans may well represent one of the greatest impacts of the HIV/AIDS epidemic. 
Estimated at 2 per cent for Africa prior to the epidemic, the proportion of orphans to 
all children has now risen to as far as 15 to 20 percent in some African countries. 
Estimates indicated that HIV/AIDS orphaned 50 percent of these children. They suffer 
the trauma of seeing their parents die of HIV/AIDS. Often they are orphaned several 
times over as new caretakers also become infected. This cycle of suffering normally 
leads to falling victim to malnutrition and stunting and risk of becoming street 
children. Today, in many regions of the world, it is young people who are the most 
vulnerable to the disease. As the disease takes its toll, families are falling apart, the 
number of orphans is increasing and key participants in the workforce are being lost 
(UNAIDS, 2004, p.54) to the epidemic. Children have to be taught from a young age 
how to look after their bodies and how to keep themselves safe. Attitude and 
knowledge of young people can be changed to reduce their risk of HIV/AIDS infection. 
The author further stresses that, orphans have severe stress. They have to deal with 
the trauma of losing parents and the stigma surrounding HIV/AIDS. Orphans have 
less access to food or education than non-orphans and face worsening poverty as the 
number of dependants increase in households which takes them in. Some studies 
have shown that death rates among HIV/AIDS orphans are 2, 5 -3.5 times higher than 
non-orphans children. 
 
The increase in number of orphans may well represent one of the largest impacts of 
the HIV/AIDS epidemic. Estimated at 2% for Africa prior to the epidemic, the 
proportion of orphans to all children has now risen to as high as 15-20% in some 
African countries. Estimates indicate that HIV/AIDS orphaned 50% of these children. 
Orphans are among society‘s most vulnerable children. They suffer the trauma of 
seeing their parents die of HIV/AIDS, often become orphaned several times over as 
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new care taken also become infected, fall victim to malnutrition and stunting, and risk 
becoming street children. 
 
The HIV/AIDS related disease cause common illness with similar symptoms e. g. 
cancer, coughing, tuberculosis (T.B), diarrhoea, headache etc. Therefore children 
have to be taught from a young age to look after their bodies and how to keep 
themselves safe. Now almost all people know from experience that HIV/AIDS is 
caused by the virus and that it can devastate families, communities and whole 
continents. They have seen the epidemic knock decades off a country ‘s national 
development ,widen the gulf between rich and poor nations and push already in 
stigmatized groups closer to the margins of society .They are living in an international 
society and HIV/AIDS has become the first truly international epidemic ,easily crossing 
oceans and borders. 
  
However, the experience has also shown us that the relevant approaches, applied 
quickly enough with courage and resolve, can and do result in lower national 
HIV/AIDS infection rates and less suffering for those affected by the epidemic. We 
have all learned that if a country acts early enough, a national HIV/AIDS crisis can be 
averted. It has been noted that a country with a very high HIV/AIDS prevalence rate 
will often see this rate eventually stabilize, and even decline. In some cases this 
indicates, among other things, that people are beginning to change risky behaviour 
patterns, because they have seen and know people who have been killed by 
HIV/AIDS. Fear is the worst and last way of changing people’s behaviour and by the 
time this happens it is usually too late to save a huge number of a country’s 
population.  
 
Today education has proved to be effective and necessary for both HIV/AIDS-infected 
persons and those who are not infected with HIV/AIDS. Children who are not infected 
with HIV/AIDS or not orphaned by HIV/AIDS are more likely to have fewer school 
problems. The non-HIV/AIDS-affected children are not traumatised by illness or death 
of parents and family members. Neither are they grieving for family members / 
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caregivers suffering from HIV/AIDS. So they can concentrate on their schooling and 
perform better.  
 
But the children affected by HIV/AIDS, to whom education is the only tool that is 
capable of enabling them to protect themselves from HIV/AIDS or from people who 
are HIV positive, the door to proper education is fully or half shut. Schooling can 
provide them with the crucial knowledge about HIV/AIDS; it is the only way to ensure 
that they protect themselves and live longer with the virus. They so burdened with 
HIV/AIDS and associated countless socioeconomic and peer-related problems, which 
make most of them give up. 
 
It must be repeated that although HIV/AIDS is a preventable disease, it cannot be 
prevented unless people have more than just factual information. People need 
HIV/AIDS-enabled empowerment to negotiate safe and responsible sexual 
relationships. The main factor essential for safe HIV/AIDS environment is elimination 
of gender inequalities and sexual violence against girls and women. Needle exchanges 
should be discouraged as this practice has proved to be one of the ways HIV/AIDS is 
transmitted among injection drug users. Furthermore, antiretroviral AIDS medication 
is now being distributed to low-income, high prevalence countries. But the medication 
is taking a long time to actually reach the people who need it. Access to treatment 
must greatly improve if millions of deaths are to be avoided. When treatment finally 
reaches the areas of need, trained nurses should be available them to carry out 
HIV/AIDS tests, administer the medicines and teach people how to use them.  The 
specific effects of HIV/ADIS on learners, teachers and parents are outlined below.  
 
2.7. HIV/AIDS: Learners, Educators and Parents 
 At the moment, learners living with HIV miss out frequently on help and support 
because specialist out-of-school HIV/AIDS services are not geared towards their 
needs. Teachers also experience various demands due to the HIV/AIDS pandemic. In 
most schools there are no dedicated staff employed to provide support and 
counselling to learners (or teachers). It is, therefore, of great importance that 
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researchers must probe this question: Is the responsibility of teachers to deal with 
HIV-positive and learners orphaned by HIV/AIDS in a confident way?  
 
The objective of this sub-subsection is to clarify the range of special needs to be 
included in ordinary integrated HIV/AIDS class instructions, with specific reference to 
learners who are HIV positive, and to focus on the challenges and demands this 
situation places on teachers. Teachers’ attitudes towards HIV-positive learners need to 
be scrutinized in order to challenge and possibly reframe their roles and 
responsibilities towards these learners and to finally equip them to contribute to the 
social and emotional inclusion of this group of learners. 
 
The purpose of education about HIV/AIDS in schools is to prevent the spread of the 
infection, to minimize excessive fears of the epidemic, to reduce the stigma attached 
to it and to instil non-discriminatory attitudes towards persons with HIV/AIDS. 
Education should ensure that learners and students acquire age- and –context-
appropriate knowledge and skills in order that they adopt and maintain behaviour that 
will protect them from HIV/AIDS infection. Learners and students must receive 
education on an ongoing basis. Life-skills and HIV/AIDS education should not be 
presented as an isolated learning content, but should be integrated into the work 
curriculum. It should be presented in a scientific and understandable way. Appropriate 
course content should be available for pre-service training of educators to cope with 
HIV/AIDS in schools. Enough educators to educate learners about the epidemic should 
also be provided. 
 
HIV/AIDS has added many unforeseen problems of its own. Learners are faced with 
problems that frighten adults. Many learners, who are not infected by HIV/AIDS, are 
nonetheless affected by it. They are affected by HIV/AIDS because they have parents, 
relatives, and friends or neighbours who are sick or who have died from HIV/AIDS. 
Because of this, their lives have become harder, making it difficult for them to cope 
with many things including at schools (UNAIDS, 2003, p.52). Learners who are 
infected with or affected by HIV/AIDS should be treated in the same way as other 
learners. Special care should be given to their social needs as far As possible within 
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the constraints, which the disease places on the school system. Moreover, HIV/AIDS 
disrupts teaching, learning and division of work in schools. The problem facing schools 
is that learner absenteeism due to illness, death and the need to care for family 
members disrupts teaching and learning provisions. 
 
2.8. THEORETICAL FRAMEWORK 
2.81. Children’s Concepts of Illness (CCI) Theory 
The two major theoretical models which frame the study are children’s concepts of 
illness (CCI) theory and children’s rights theory. Jean Piaget’s theory of cognitive 
development has been applied extensively in the research of CCI (Burbach & 
Peterson, 1986). According to Piaget, children have mental patterns/schemas 
(knowledge structures) that develop throughout four stages of cognitive development: 
sensorimotor, pre-operational, concrete operational, and formal operational. Children’s 
schemas adapt to the world around them through assimilation and accommodation. 
Assimilation is the process by which children take material into their minds from their 
surroundings and make it fit their old schemas. Accommodation is the process by 
which children alter their old schemas when new perceived information does not fit a 
pre-existing schema (Piaget, 1954, Piaget & Garcia, 1974). These stages of cognitive 
development follow an unchanging and universal sequence and proceed from an 
unstable period of transition to a final stable period (Miller, 2002). 
 
The sensorimotor stage (0-2 years) occurs first in a child’s development, according to 
Piaget. During this stage a child learns through movement and by using his/her five 
senses. Additionally, by using these senses children develop objective permanence 
(permanent condition). Object permanence is a child’s understanding about objects 
existing even when they cannot be seen, heard, or touched (Miller, 2002). 
 
During the preoperational stage (2-7 years), children begin to view the world from 
their own perspective. That is, they take an egocentric or self-centred viewpoint and 
assume that everyone sees things the way they do. A child starts to use symbols (i.e., 
images and words) to represent objects and views the world through external events. 
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Children tend to think that events occur through magic and fantasize a lot during this 
stage (Miller, 2002). 
 
Children begin to think logically about the events around them during the concrete 
operational stage (7-11 years). During this stage children can mentally manipulate 
information by thinking abstractly and making rational judgments about experiences, 
events, and concepts around them. In addition, children are able to understand 
conservation of mass, volume, and weight. Conservation is the realization that an 
object’s mass, volume, and weight, such as clay, stay the same even when it is 
manipulated to look different (Miller, 2002). The final stage, called formal operational 
(12 years and older) describes the period when a child is capable of hypothetical and 
deductive reasoning and is aware of his/her knowledge. The world can be viewed 
from internal events and eternal events when a child reaches this final stage of 
development (Miller, 2002). 
 
 Piaget’s theory of cognitive development was first applied to children’s concepts of 
illness by Bibace and Walsh (1980). Four distinctive constructs, which are causes, 
symptoms, treatment, and prevention of illness, were identified by Bibace and Walsh 
(1980). The two researchers then constructed specific developmental stages for CCI 
that parallel Piaget’s theory of cognitive development were developed. The stages 
demonstrate that as children become older they increase their cognitive abilities and 
have more abstract concepts of illness. The study needs to analyse  
 
The most graphic illustration of children overextending magic thinking to contagion 
during the preoperational stage Miller (2002) refers to in the formulation children’s 
concepts of illness theory is conveyed by self-reflexive title of the article by Perrin and 
Gerrity (1981, pp.841-849): “There’s a Demon in Your Belly: Children’s Understanding 
of Illness”. The main argument of Perrin and Gerrity has highlighted the main focus of 
my study. The two researchers have argued that knowledge of how children come to 
understand the processes of causation, prevention, and treatment of illness is needed 
to help health professionals and educators in their work with children.  
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In their study healthy children attending kindergarten through eighth grade were 
asked a series of standardized questions about illness, and their responses were 
scored on a scale corresponding to Piaget's theoretical framework of cognitive 
development used by Bibace and Walsh in their construction of children’s concepts of 
illness theory. The results of their study revealed that children's responses varied 
widely at all ages, but there was a consistent systematic progression in their 
understanding of illness-related concepts with age. Kindergarten children typically 
understand illness causation as quite magical, and/or as the consequence of their 
transgression of rules. At fourth grade, children believe all illness to be caused by 
germs whose very presence is sufficient to make a child sick. This study indicated that 
the complexity of the mechanisms that must interrelate to cause illness is not 
understood until eighth grade at the earliest.  
 
Bibace and Walsh Children’s Concepts of Illness Theory , which lay theoretical basis 
for new versions of CCI theory. The CCI theory developed by Bibace and Walsh 
(1980) was structured arounnd Jean Piaget’s four stages of child’s cognitive 
developmental theory: (1) sensorimotor, (2) pre-operational, (3) concrete operational, 
and (4) formal operational (Miller, 2002). Bibace and Walsh (1980) have shown that 
during the preoperational stage, children offer either Phenomenism or Contagion 
explanations. Phenomenism describes how children explain illness immaturely and are 
unable to explain the cause of an illness. For example, a child might say he/she gets 
sick from the moon and not able to explain how.  
 
Contagion is the most common explanation of illness given by the more mature 
children in this preoperational stage. Contagion is when children believe they can get 
sick just by being near to objects in their surroundings without touching them. Some 
children tend to overextend contagion to inappropriate situations (e.g., scraped knee 
or toothache). Magic thinking is the link between their explanation of illness and cause 
(e.g., a child might say they got sick because someone was near them and not know 
how they got sick from that person (Bibace & Walsh, 1980). 
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During this stage children also tend to use immanent justice explanations more, which 
is the belief that negative consequences are punishment for misbehaviour. Children 
are more likely to endorse immanent justice explanations for illness than of misfortune 
(Kister & Patterson, 1980). There is evidence that not all children accept immanent 
justice as the cause of their illness or that of others. Research suggests that some 
children are ready to learn specific information about causes of illness (Springer, 
1994) in order to provide correct explanations of illness.  
 
Bibace and Walsh (1980) suggested that during the concrete operational stage, 
children’s explanations of illness revolve around Contamination (transmission through 
physical contact) and Internalization (external agent enters body through swallowing 
or inhaling and affects internal organs). Contamination is when the child understands 
that illness can occur through physically engaging in a harmful action such as 
touching germs or people and therefore become contaminated. Children know how to 
avoid contamination during this stage. For example, a child may explain that a person 
can catch a cold from touching the hands of a person with cold – hands that were just 
sneezed on (Bibace & Walsh, 1980).  
 
One study demonstrated that a child as young as 30 months may understand what 
contamination is (Siegal & Share, 1990). Children identified edible substances as 
drinkable or edible after the items were contaminated. However, one limitation of the 
study was that only two tasks were given (juice in contact with cockroach, and 
breakfast spread on a rotten/mouldy slice of bread). Internationalization explains how 
child can understand causes of illness through internal effects such as swallowing or 
inhaling, but these explanations are vague because there is still confusion about 
internal organs and their functions. For example, a child may be able to explain that a 
cold is caused by breathing in bacteria in the air but not be able to fully describe and 
understand how their symptoms actually occur (Bibace & Walsh, 1980). 
 
During the formal operational stage, two explanations for causes of illness are used, 
Which are classified as Physiologic and Psychophysiologic? Physiologic explanations by 
children usually are described as the internal organs not functioning properly and they 
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can explain in a systematic internal sequence of the events that describe the illness. 
For example, a child would explain a cold by saying it is virus that gets into the 
bloodstream and affects blood particles involved in clotting (platelet count). These are 
white blood cells that help kill germs and a virus kills these cells. Psychophysiologic 
reasons include the awareness of how our emotional states can affect our bodily 
functions. For example, a child would mention their reasoning of the cause of a heart 
attack. The child could state that too much stress or anxiety can affect your blood 
pressure, which directly affects the heart (Bibace & Walsh, 1980). 
 
The Piagetian cognitive developmental model, as applied to CCI by Bibace and Walsh 
(1980), has been studied extensively. Other models exist, but have received minimal 
attention in comparison. Four other models that have received some consideration are 
the Through the Eyes of the Child Model, Illness Representation Approach, Conceptual 
Change Model, Script Theory, and Theory of Mind. This chapter, however, reviewed 
only the theory – Through Eyes of the Child(TEC) – developed by Koopmans, Barrs, 
Chaplin and Zwinderman (2004). The TEC theory describes the sequence of 
development that CCI followed. 
 
The study by Koopman, Barrs, Chaplin and Zwinderman (2004) entitled “Illness 
through the Eyes of the Child: The Development of Children’s Understanding of the 
Causes of Illness” involved 158 children, 80 children with diabetes mellitus and 78 
healthy classmates. The 158 children were interviewed about their concept of 
different types of illness. The types of illnesses were cold, diabetes, infection, the 
most and least serious disease. The children were also interviewed about their 
concepts of illness-related concepts (pain, becoming ill and going to the doctor or 
hospital). In this study special attention was given to the relationship between 
development of thinking and the variables anxiety.  
 
The results indicate that the ideas of the children about the causes of illness follow a 
sequence of developmental stages. The researchers described how children’s the 
sequence developmental stages determine their concepts of illness “'Through the Eyes 
of the Child” (TEC) model. Perception seems to be the child's central autoregulative 
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system of cognitive development. The findings suggest that thinking about illness 
develops relatively independently of other influences. The conclusion reached by the 
researchers was that knowing how children's thinking about illness develops is crucial 
to future CCI research studies.  
 
The model developed by Koopman, Barrs, Chaplin and Zwinderman (2004) borrowed 
ides from the CCI theory developed by Bibace and Walsh (1980) and Piaget’s child 
development theory. Koopman et al (2004) called their theory Through the Eyes of 
the Child (TEC). What differentiates the TEC model from the other CCI models is that 
the TEC theory focuses on the need to present information about illness to children in 
relation to the perceptual level of the child. That is, the information about illness must 
be presented to children through a theory based on children’s perspectives. There are 
a number studies that have applied the CCI theories to real situations and offered 
suggestions on how grieving children and education programmes on children affected 
by illness within their communities and homes should be treated.   
 
One of these is a study “Bereavement Support, Grief and Bereavement: Guidelines for 
Helping Grieving Children” conducted by  Robin Fiorelli (no date). This study focuses 
on the thesis that adults must support and help grieving children. The study argues 
that children need to feel that it is okay to talk about death and grief. If a child does 
not want to talk about their grief, adults need to also respect that desire. Adults 
should let the grieving child know that they are available to listen and help and that 
any feelings they have ( anger, sadness, fear or regret) are normal. Hugging and 
touching helps the grieving child feel secure in expressing emotions and also 
reassures the child that he or she is loved and will be cared for. Alan Wolfelt (1990, 
p.17) feels that if grieving children are ignored, they may suffer more from the sense 
of isolation that from the loss itself.  
 
The children’s concepts of illness and how grieving children could be helped through 
adult support and preventive and treatment education is the thematic concern of the 
next focus of attention.  In this study Nancy Carter (1992) outlines strategies aimed at 
providing adults, teachers and parents to help grieving children. She observes that as 
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the HIV/AIDS pandemic continues, more and more children know someone who has 
HIV/AIDS. The person may be a relative, an adult friend, or a playmate in school, 
church, or the neighbourhood. She further states that in the midst of this worldwide 
epidemic, most adults remain uncomfortable talking with children about illness and 
death. Often, parents, school teachers, and church leaders also have trouble sharing 
facts about AIDS and sexuality with children. Usually adults find it even harder to talk 
to children about people the children know who have HIV/AIDS.  
 
The other attributes of the HIV/AIDS epidemic that increase the impact of children’s 
concepts of illness and the suffering the epidemic imposes on all humans is conveyed 
by Schaeffer and Lyons (1986). The two authors observe that the news that a family 
member has been diagnosed as having AIDS is heart-breaking. Equally difficult to deal 
with are the stigma surrounding the illness and often, an anger stemming from the 
fact that the disease (excepting those who were infected via a blood transfusion) is 
related to a sexual or drug-oriented lifestyle. This lifestyle is frequently not easily 
accepted, or even discussed among adult family members. This is all the more difficult 
to discuss with children. 
 
A study by Kalish (1997) entitled “Preschoolers' Understanding of Mental and Bodily 
Reactions to Contamination: What You Don't Know Can Hurt But Cannot Sadden You”, 
compared the research results of three studies that tested Children’s concepts of 
illness. The Kalish’s study concludes that children’s knowledge on the operation of 
biological functions of the human body might account for their distinction between 
mental (emotional) and bodily (illness) reactions to contamination.  
The evidence suggests that pre-schoolers have a physical understanding of 
contamination. They know that contaminants may be invisible, physical particles (Au, 
Sidle & Rollins, 1993; Rosen & Rozin, 1993) and that physical contact is necessary for 
a contaminant to render a food dangerous (although a substantial minority of pre-
schoolers may miss this (Springer & Belk, 1994). Furthermore, the study reported that 
children know that contamination causes illness through the actions of invisible 
entities (e.g., germs; Kalish, 1996b), at least in some cases. Thus, contamination 
seems to be understood to be a physical process. However, these findings concern 
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only the sources of contamination. Also crucial to a biological understanding of 
contamination are beliefs about how the contaminants affect the body.  
 
What seems to make contamination a biological process is that it affects living things; 
contaminants make people sick. In existing literature, researchers have not focused 
on this aspect of the problem. Researchers know little about how children 
conceptualize different sorts of reactions to contamination. Adults recognize two 
different kinds of reactions to invisible, physical contaminants: emotional reactions 
(e.g., sadness) and physiological reactions (e.g., illness). Although the two responses 
are similar in some respects, they can be seen as quite different. Emotions are 
psychological states mediated by mental processes; they are how contamination 
affects people's minds. Illness is a physiological state mediated by physical processes; 
it is how contamination affects people's bodies.  
 
These data suggest that pre-schoolers do distinguish between physical and mental 
reactions to contamination but have a poor understanding of the actual bodily 
processes involved. Recent research suggests that young children's cognition may be 
understood as organized around a set of framework theories that provide coherent 
accounts of causal relationships within particular domains (Wellman & Gelman, 1992). 
 
The Perrin and Gerrity study also revealed that at approximately 12 or 13 year of age 
children begin to understand that there are multiple causes of illness, that the body 
may respond variably to any or a combination of agents, and that host factors interact 
with the agent to cause and cure illness. The study concluded that this sequence in 
the development of understanding about illness parallels conceptual development in 
other content areas such as physical causality, although it seems to lag a bit.  
  
Children’s concepts of illness theory that framed the study is also examined in a 
longitudinal study conducted by Kazanskaya and Meshcheryakov (2012). The study 
targeted 14 primary school children and focused on their development of health and 
illness perceptions. The importance of a school-based HIV/AIDS prevention education 
programmes at very early stages of schooling appears to be validated by Vygotsky, 
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who states that school education affects the development of child's spontaneous 
concepts. Kazanskaya and Meshcheryakov (2012) tested that hypothesis that the 
children's statements concerning their perceptions of health and illness become more 
rich and complex over the course of the first three years of study at school. The 
researchers obtained their data through the clinical interviews, and each child's 
responses and arguments on health and illness issues were separately analysed, both 
qualitatively and quantitatively.  
 
The changes the results revealed in the children's concepts of “health” and “illness” 
proved to be very different in their structure as well as in their content. For instance, 
in children of the first year of school thoughts on illnesses and illness were more 
elaborated than those on health. But in children of the third year such differences no 
longer existed. For primary school age children “health” as a category may be more 
abstract and less elaborated than “illness”.  The children’s concepts of illness theory 
blend conceptually with children’s rights education theory.  
 
2.8.2. Children’s Rights Theory 
Children’s rights have also been entrenched in the South African Constitution (1996). 
Section 27 (1) of the South African Constitution  (No 108 of 1996) states: “Everyone 
has a right to access to information, and the state must take reasonable  legislative 
and other measures within its available  resources  to avail the progressive realization 
of each of those rights” (South African Constitution, 1996, p.13). The state’s 
objectives in incorporating the unreliable rights of children into the constitution, the 
fundamental legal framework that gave birth to democratic South Africa, are further 
reaffirmed by the Bill of Rights entrenched in the 1996 Constitution. 
 
In section (28) of the Bill of Rights it is further stated that “Every child has a right to 
basic nutrition, shelter, basic health care services and social services” (Constitution, 
1996, p.13). In this context, all teachers have an important role to play in translating 
the intention of the fundamental law, which protects the rights of learners into action. 
Since teachers are contact with learners five days per week in the school environment 
and they are specially trained to cater for the intellectual, emotional and physical 
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development of every learner, they have to ensure that children’s rights stipulated by 
the constitution are protected against all threats of violation. How do children’s rights 
theorists theorise about the rights of children? 
 
A children’s rights study conducted by Howe and Covell (2010) focused on the 
theoretical conflict between children’s rights spelled out in UN documents on children’s 
rights and children’s responsibilities that were never spelt out in these documents. 
Howe and Covell (2010, p. 291) conveys their view as follows: “ We point out that 
although there is no mention of children’s responsibilities in the United Nations 
Convention on the Rights of the Child, responsibilities are inherent in the concept of 
rights”. The study (Howe & Covell, 2010) suggests, therefore, that children’s rights to 
education require that children learn responsibilities that go together with rights. They 
two scholars have also pointed out that although there is a conceptual linkage 
between rights and responsibilities, effective education requires that the central focus 
is on rights and that children are given the opportunity to discover for themselves the 
connection between rights and responsibilities. Their conclusion that teachers’ 
excessive focus on children’s responsibilities and little attention to their rights amount 
to miss-education about children’s rights highlights the study’s focus on children’s 
rights theories.  
 
The lack of adequate theoretical research studies on children’s rights research is 
indicated by the results of a study by Reynaert (2012): “Despite the adoption of the 
United Nations Convention on the Rights of the Child, the interest in developing a 
theoretical grounding for children’s rights education seems to be rather limited”. 
Reynaert’s (2012) study argues for a better understanding of children’s rights 
education as a distinctive practice in the educational field. The study identified two 
different conceptions of children’s rights education. These are: “children’s rights 
education as an implementation strategy for the Convention on the Rights of the Child 
and children’s rights education as social action”. 
 
Reynaert (2012) further argues for a conceptualization of children’s rights education 
that should contribute to “questioning our way of managing children in society”. The 
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researcher also contends that current frameworks on children’s rights education have 
not sufficiently succeeded in engaging with the underlying concepts and norms that 
colour researchers’ thinking on childhood and children’s rights. This failure 
characterizes children’s rights education studies. The study implores educators to 
perceive research on children’s rights as a lever to redistribute social goods aimed at 
greater social equality (Reynaert, 2012, p. 1). 
 
Another original study that investigated the children’s rights and the traditional 
tendency of society to silence them was conducted by Smith (2007, pp. 147-164) and 
is entitled “Children and Young People's Participation Rights in Education”. The study 
presents “a new orientation towards constructing childhood arising out of children's 
rights discourse, sociology of childhood and sociocultural theory”. It is argued that 
children have traditionally lacked voice and visibility. However, the study argues, 
children’s roles are slowly being recognised as social actors who are active co-
constructors of meaning and "experts". Smith (2007) examines how the childhood 
studies paradigm highlights the importance of participation rights for children and 
young people. The study describes how these theoretical paradigms are being 
reflected in educational policy and practice. It achieves its purpose by analysing 
examples of research and practice on how children are encouraged and supported to 
be active participants and social actors in their early childhood, primary and secondary 
education settings.  
 
The study perceives having participation rights and being a citizen as part of an 
ongoing learning process. It is also argued that what happens in educational settings 
give meaning to children's understanding of what it is to be an active and involved 
citizen. Tithe application of the new paradigm of 'children's studies' to the 
development of policy and practice relating to children's participation rights in 
education also receives detailed treatment. Just like my study is attempting to do, 
theory and research are used to develop a framework for the principles of effective 
participation. But Smith’s goes further by giving an example at each level (early 
childhood, primary and secondary) of how these principles have been put into practice 
in education.  
   41 
 
 
The United Nations’ views on how children’s rights must be treated have reinforced 
the children’s rights theories already outlined above. According to Every Child’s Right 
to be Heard: A Resource Guide on the UN Committee on the Rights of the Child 
General Comment Number 12 (2011), Article 12 of the UN Convention on the Rights 
of the Child adopted in 1989 has proved to be the most challenging Children’s Rights 
to be implemented. Article 12 of the Children’s Rights states that children have a right 
to express their views and have them taken seriously in accordance with their age and 
maturity.  
 
The UN Committee on the Rights of the Child observes that although understanding of 
childhood and attitudes towards children differs widely across cultures, the experience 
of the Committee on the Rights of the Child has been that the reasons for excluding 
children from participation in matters that affect them are remarkably consistent 
across different parts of the world. The traditional adults’ reasons for denying children 
rights to be heard include the following: children lack competence; they lack 
knowledge and judgement; involving them in decisions is to place too heavy a burden 
on them; parents know what is best for their children; giving children a voice will lead 
to excessive demands, bad behaviour, disrespect for elders; participation will expose 
children to risk of harm.  
 
However, the UN Committee members have argued they have learned over the past 
20 years that these concerns are not borne out by the evidence. Time and again, 
experience shows that children – even very young children – given the time and 
opportunity, demonstrate not only that they have views, experiences and perspectives 
to express, but that their expression can contribute positively to decisions that affect 
the realisation of their rights and wellbeing. It is further contended that Article 12 is 
important as a fundamental right. Article 12 is important because it is a measure of 
human dignity and children should be given the opportunity to express their 
inalienable rights as members of the humanity.  
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The rights to be heard are a medium through which other rights are realised. It is not 
possible to claim rights without a voice. Children who are silenced cannot challenge 
violence and abuse perpetrated against them. The capacity to learn is restricted 
without the chance to question, challenge and debate. Policy-makers cannot identify 
the barriers to fulfilling children’s rights if they do not hear from children about the 
existence and nature of those barriers. And the right to be heard applies to every 
aspect of a child’s life – at home, in school, in healthcare, in play and leisure, in the 
media, in the courts, in local communities, and in local and national policy-making, as 
well as at the international level.  
 
The Committee also points out that children’s rights to be heard are denied more in 
disadvantaged communities across the globe: “Those from more marginalised groups 
are disproportionately denied the opportunity – for example, girls, children with 
disabilities, children from indigenous groups, children with undocumented parents, 
children in conflict with the law, and those living in extreme poverty” (Lee & 
Zermatten, Foreword to UNICEF – Every Child’s Right to Be Heard, 2011, pp. vi-vii). 
The Foreword by Lee and Zermatten (2011) re-enacts Kofi Annan’s 2000 message 
that declared that world, especially Sub-Saharan Africa leaders should stop dragging 
their in policies that concerned children’s rights “[b]because a child in danger is a child 
who cannot wait”. According to Annan, the importance of children’s rights is conveyed 
by the fact The State of the World's Children 2000 “begins and ends with the premise 
that the wellspring of human progress is found in the realization of children's rights” 
(Foreword to The State of the World’s Children 2000, p. vii) How does the South 
African of children’s rights fit into the theoretical framework analysed above?.  
 
The Forewords to Promoting Children’s Rights in South Africa: A Handbook for 
Members of Parliament (2011) written by Hon D. Ramodibe, Chairperson of the 
Portfolio Committee from Women, Youth, Children and Persons with Disabilities and 
Hon P. Mabe, Chairperson of the Select Committee for Women, Children and Persons 
with Disabilities, and the message from Aida Girma, the UNICEF Country 
Representative to South Africa, have highlighted importance of children’s rights to the 
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socioeconomic development and quality education in South Africa (2011, pp. 1, 3, & 
4). 
 
The need to support and implement children’s rights programmes is stated by 
Ramodibe (2011, p.4) as follows: “Children are resilient in times of adversity, yet their 
vulnerability within families and society should not be underestimated”. The Hon 
Member of Parliament further stated that the rights of children have remained on the 
global agenda for discussion at various forums. She also observed that the discourse 
on child rights has focussed on the realisation of children’s rights imperatives since the 
dawn of new democracy in South Africa. The importance of children’s rights and 
wellbeing are conveyed by the fact that the Constitution acknowledged their rights.  
 
Hon P. Mabe (2011, p. 3) confirms assertion made above by Ramodibe: “Section 28 of 
the Bill of Rights in our Constitution provides that every child has the right to basic 
nutrition, shelter, basic healthcare services and social services, and to be protected 
from maltreatment, neglect, abuse or degradation”. Besides endorsing Mamodibe’s 
view, Mabe observes that the fight against poverty is fought by all Departments and 
cannot be isolated from the HIV/AIDS pandemic, violence and abuse and many other 
challenges. Borrowing from the iconic statesman, Nelson Mandela, Mabe says: “There 
can be no keener revelation of a society's soul than the way in which it treats its 
children.”  She adds: “This statement by former President Nelson Mandela provides 
the background against which we must ensure and protect the rights of the children 
of South Africa”. And she concludes by stating that a holistic and integrated approach 
is required to address the challenges posed implementation of children’s rights 
programmes (Mabe, 20011, p.2).  
 
The United Nations Convention on children’s rights is based on the idea that a basic 
quality of life should be the right of all children rather than a privilege enjoyed by few. 
At the same time, the Convection upholds the primary importance of the parent’s role 
in the wellbeing of their children. It asserts that governments should respect the 
responsibility of parents for providing appropriate guidance to their children, including 
guidance on how children should exercise their rights and responsibilities.  
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2.8.3. CONCLUSION 
The focus of the study is the need to provide young school learners HIV/AIDS 
education that enables them to make informed decisions about their health and helps 
them to protect themselves from getting infected with HIV/AIDS. The study also 
insists on propagating the notion that school-based HIV/AIDS education should 
commence early in childhood and develop through adolescence and into adulthood. 
The study argues that exposing school children to HIV/AIDS awareness and 
prevention education before reach an age at which they may encounter high risk 
situations is very important. The study is shaped and informed by the thesis that 
providing young children age-specific and cultural-specific HIV/AIDS education before 
they become sexually active lays an early non-risk-taking foundation that grows and 
protects children when they reach their sexual debut.  
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CHAPTER 3 
RESEARCH METHODOLOGY 
 
3.1 INTRODUCTION 
This research methodology chapter provides details regarding the manner in which 
researcher conducted the study. Research tradition perceives research methodology 
as a blueprint of the study which has to be translated into action (Imenda & Muyanda, 
p. 112). The chapter also outlines an overview of the scientific research process. 
Cohen and Manion (1995) observe that the aim of research methodology is to help 
researchers to understand not only the product of scientific enquiry, but also the 
process itself. Anderson (1990) argues that a research method is an approach 
devoted to addressing a research question or problem – a view that re-affirms that of 
Cohen and Minion (1995). 
 
3.2. RESEARCH DESIGN  
This is a qualitative single-case study research design that targeted young school 
children in the foundation phase. Research design is described as an overall plan for 
collecting and analysing data including specification for enhancing the internal and 
6external validity of the study ( Cohen and Minion,1995). 
 
3.3. QUALITATIVE RESEARCH DESIGNS 
The study used a qualitative research design. Creswell (1994, p.2) defines a 
qualitative study as an “inquiry process of understanding a social or human problem, 
based on building a complex, holistic picture, formed with words, reporting detailed 
views of informants, and conducted in a social setting“. Winberg (1997, p.41) further 
notes that qualitative research is more than a set of data gathering tools and it is very 
inductive. Babbie and Mouton (200, p.646) define a qualitative research paradigm as 
that “generic approach to social science according to which research takes the 
departure point as the insider perspective on social action”. 
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Qualitative research is used to gain insight into people’s attitudes, behaviours, values 
systems, concerns, motivations, aspirations, culture or lifestyles. It is used to inform 
business decisions, policy formation, communication and research. Focus groups, in-
depth interviews, content analysis and semiotics are among the many formal 
approaches that are used, but qualitative research also involves the analyses of any 
unstructured material, including customer feedback forms, reports or media clips 
(Ereaut, 2007, p.58). 
 
Qualitative research typically studies people or systems by interacting with and 
observing the participants in their natural environment and focusing on their 
meanings and interpretations (Holloway & Wheeler, 1996). Leedy and Ormrod (2005, 
p.134) are of the opinion that qualitative research requires considerable preparations 
and planning. The researcher must be well trained in observation techniques, 
interview strategies and whatever other data collection methods are likely to be 
necessary to answer the research question. The researcher must have a firm grasp of 
previous research related to the problem so that he or she knows what to look for and 
can separate important information from unimportant details in what he/she observes. 
 
3.4. DATA ANALYSIS 
The data that emerge from a qualitative study are descriptive. That is the data are 
reported in words or pictures, rather than in numbers. The focus of qualitative 
research is on the participants’ perceptions and experiences, and the way they make 
sense of their lives.  
 
3.5. INTERPRETIVE DESIGN 
 
According to Cantrell (1993, p.84), the aim of “interpretivism” is to understand and 
interpret daily occurrences and social structure, as well as the meanings people give 
to phenomena. As I was being guided by the interpretive orientation, my aim was to 
understand the phenomenon (investigating the children’s knowledge and attitudes 
about HIV/AIDS). I chose qualitative paradigm because it “provides rich context 
bound information” which enabled me to create from the collected data “patterns or 
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theories that help to explain” (Creswell, 1994, p.1-19) the actions and the feelings of 
the voiceless learners and their poor parents.  
 
3.6.CASE STUDY 
Case studies tend to be selective focusing on one or two issues fundamental to 
understanding the system being examined. Case studies are multi-perspective 
analyses. This means that the researcher would consider not just the voice 
perspective of the actors but also of the relevant groups of actors and interaction 
between them (Feagin, Orum & Sjoberg, 1991). Case study questions are posed to 
the investigator and serve to remind that person of the data to be collected and its 
possible sources. The guide for the case study report is often neglected but case 
studies do not have the uniform outline, as do other research reports. It will be very 
conducive to both the researcher and the subjects to communicate in a common 
language. Meanings of words with specific units should be used properly. Case study 
is the careful study of some social unit (as a corporation of division within a 
corporation). 
 
Case study is the research methodology commonly used in social sciences. It is based 
on an in-depth investigation of a single individual group or event. Case study may be 
descriptive or explanatory. The letter type is used to explore causation in order to 
fund underlying or explanatory, rather than using samples and following a rigid 
protocol (strict rules) to examine limited number of variables. Case study method 
involves an in-depth longitudinal (over a long period of time) examination of single 
instance or even a case. 
 
According to Imenda and Muyanda (1996), a case study is an in-depth investigation 
into a specific and relatively small area of interest and can be carried out on one 
individual, a group, or an institution. Cohen, Manion and Morrison (2004, p.81) have 
argued that ”a case study provides a unique example of real people in real situation, 
enabling readers to understand ideas more clearly than simply presenting them with 
abstract theories and principles“. A definition by Cohen, J. D et al (1994), which 
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projects a case study as a method that allows each participant to come out as a 
persuasive voice, is similar to the view stated by Cohen, Manion and Morrison (2004).  
 
What are the advantages of case study that motivated the researcher in choosing 
case study approach?  It enabled me to grapple with the complex relationship and 
social process in a way that was demanded by a study that focused on children’s 
concepts of illness and associated suffering created by HIV/AIDS. The case study 
approach allowed me to use a variety of research methods. It more or less 
encouraged me to use multiple methods in order to capture the complex reality of the 
school environment ravaged by HIV/AIDS. 
 
3.7. SAMPLING.   
According to Potlit and Hungler (1989, p.169), sample refers to a process of selecting 
proportion of the population to represent the entire population. I used purposive 
sampling which “involves choosing readily available people or object for the study”. 
According to Brink (1999), a sample is a part or section of the whole or a subject of a 
large subset selected by researchers to participate in a project.  
 
3.8. Sampling Procedure 
 According to Payne and Payne (2004, p.88) sampling is the process of selecting a 
subset of people to be studied from the large universe to which it belongs. Qualitative 
researchers use a sampling strategy that guides their choices of participants in order 
to enable the researchers to make systematic contact with their participants without 
wasting time (Boeije, 2010, p.120). Qualitative research studies typically use non-
probability samples where sample units are chosen purposively for their ability to 
provide detailed understanding (Ritchie, Lewis & Elam, 2003, p.107). This means that 
the selection of sampling units is based on known characteristics relevant to the 
research topic .The researcher having reached the decision that she cannot study the 
entire population, and is ready to consider the bewildering away of sampling that they 
can use. As with all other phases of the research process a thorough understanding of 
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the objectives of the study will be helpful in the process of selecting appropriate 
sampling procedures. 
 
 
 
3.9 .Sampling Method Used: Purposive Sampling 
This study targeted one Junior Primary school in the district of Libode under Nyandeni 
District municipality. Interview schedule was given to the Grade three (3) learners. 
Both girls and boys of Grade three (3).The total numbers of the learners that were 
expected to respond to the interview schedule were forty one. Why did the study use 
a non-probability sampling method instead of probability sampling? 
 
The process of selecting probability sample from a given population requires that the 
researcher be able, at least in theory to give all the prospective participants of the 
target population an equal opportunity to participate (Boejie , 2010 ).This requirement 
is not essential in purposive sampling. Furthermore, a purposive sample is less 
expensive to obtain than a probability sample. However, because the relationship of a 
purposive sample to the population from which it is selected is unknown, the accuracy 
of estimates about what might be true in the population based on such a sample is 
also unknown. At the same time a purposive sample may be the optimum choice in 
exploratory or hypothesis-generating research. For example someone developed a 
new method of working with hyperactive children. A researcher interested in the 
effectiveness of the new method might test or replicate it on children by comparing it 
with more traditional methods (Boeje ,2010). 
 
The same researcher, however, may not encounter such difficulties in getting access 
to all of the children in a particular school system, which have been classified as 
hyperactive. This sample would be adequate for examining the potential of the new 
method of treatment. If the results of the study using a purposive sample are positive 
the researcher is justified in trying to replicate the study with a probability sample.  
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As I am a teacher I had reached the decision that I could not study the entire 
population of all the schools in the Libode District. I chose only the foundation phase 
classes as this was going to be part of my long-term research project on various kinds 
of diseases. I selected the Grade 3 learners from the disadvantaged Libode junior 
primary school because my field observation suggested the nature of HIV/AIDS 
problems facing young learners, educators and parents made school and its learners 
the ideal HIV/AIDS phenomenon for my study. The Grade 3 learners from this school 
were purposively selected because they had all the characteristics of the accessible 
population I was interested as a school-based researcher on HIV/AIDS. Purposive 
sampling was used because it was suitable for my study. Population concerned was 
composed of boys and girls. All the Grade 3 learners within the school participated. 
The most important thing was that I am a principal in this school who is teaching 
grade three (3) learners. The participants are my learners.  
 
3.10. DATA COLLECTION TECHNIQUES 
 
3.10.1 RESEARCH INSTRUMENT: INTERVIEWS 
According to Zhang and Wildemuth (2006), interviews are tools widely used in 
measuring people’s experiences and inner perceptions, attitudes and feelings of 
reality. Research studies (Kvale, 1996; Cohen et al, 2000) have highlighted the fact 
that the interviewer’s views about the topic are not important. What is of crucial 
importance, it is argued, is the interviewee or the respondent who is the source of the 
essential primary data. 
 
Kvale (1996, p.14) re-affirms the unique relationship between the researcher and the 
interviewee when he perceives interviews as “an interchange of views between two or 
more people on topic of mutual interest, sees the centrality of human interaction for 
knowledge production, and emphases the social situatedness of research data“. 
Research suggests that interview techniques provide ways for the participants to get 
involved and talk about their views (Kvale, 1996; Cohen et al 2000; Kajornboom, 
2004; O’Leary, 2004). It is further observed that the interviewees are able to discuss 
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their perceptions and interpretations concerning a given situation and spontaneously 
express their points of view. 
 
Interviews are divided into three categories in accordance with the degree of 
structuring: (1) structured interview, (2) semi-structured interview and (3) 
unstructured interview (Fontana & Frey, 2005). Kaornboom (2004), on the other 
hand, identifies four types of interviews as methods of data collection: (a) structured 
interviews, (b) semi-structured interviews, (c) unstructured interviews, and (d) non-
directive interviews.  
 
Structured interview is defined as the interview, which has a set of predefined 
questions and the question would be asked in the same order for all interviewees. 
Structured interview are sometimes called standardized interviews (Corbetta, 2003; 
Fontana & Frey, 2005). According to Corbetta (2003, p.269), structured interviews are 
“interviews in which all the respondents are asked the same questions with the same 
wording and in the same sequence“. Gray (2004, p.215) highlighted the importance of 
submitting all interviewees to the same interviewing predefined conditions. The 
scholar observes that it would be ideal if questions could be read out in the same tone 
of voice so that the participants would not be influenced by the tone of the 
interviewer. A further element of rigidity of structured interviews is provided by 
Bryman (2001, p.107), who reports that the questions in structured interviews “are 
usually called closed, closed-ended, pre-coded, or fixed choice”. Structured interviews 
are used in quantitative research studies. 
 
Semi-structured interviews or non-standardized interviews are more frequently used in 
qualitative research studies. Semi-structured interviews do not require conducting 
pilot research to test specific hypothesis (David & Sutton, 2004). Corbetta (2003, 
p.270) describes the attributes of semi-structured interviews as follows: 
 
The order in which the various topics are dealt with and the wording of the 
questions are left to the interviewer‘s direction. Within each topic, the 
interviewer is free to conduct the conversation as he thinks fit, to ask the 
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questions he deems appropriate with the words he considers best, to give 
explanation and ask for clarification if the answer is not clear, to prompt the 
respondent to elucidate further if necessary, and to establish his own style of 
conversation. 
 
Gray (2004, p.217) observes that semi-structured interviews give the researcher the 
opportunities to probe the interviews for views and opinions. The researcher 
conducting semi-structured interviews is less restricted than a researcher conducting a 
structured interview in which “the interviewer does not have to adhere to a detailed 
interview guide (Kajornboom, 2004, p.75). Patton (2002, p.343) advises the 
researcher who uses semi-structured interview to: 
 
[E]explore, probe, and ask questions that will elucidate and illuminate that 
particular subject….to build a conversation within a particular subject are, to 
word questions spontaneously, and to establish a conversational style but the 
focus on a particular subject that [has] been predetermined. 
 
To sum up the analysis of semi-structured interview techniques it must be pointed out 
in terms of flexibility the semi-structured interview lies between unstructured and 
structured interviews within the interview process (Fontana & Frey, 2005).  
 
The third type of interview to be discussed is unstructured interview. Zhang and 
Wildemuth (2006) observe that unstructured interview strategy was originally 
developed by anthropologists and sociologist as a method aimed at eliciting people’s 
social realities. “In the literature, the term unstructured interview was used with 
informal conversational interview, in-depth interview, non-standardised interview, and 
ethnographic interview manner “(Zhang & Wildemuth, 2006, p.1). Research suggest 
that there are many different definitions of the term unstructured interview. 
Kajornboom (2004) defines the unstructured interview as the type of interview that is 
non-directed and flexible. According to Min ich ie l lo,  Aroni ,  T imewel l  and 
Alexander (1995), however, unstructured interviews are interviews in which neither 
the question nor the answer categories are predetermined. It is pointed out that using 
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unstructured interview to collect data relies on the interaction between the researcher 
and the interviewee. The unstructured interview technique is described by Punch 
(1998) as a way to understand the complexity of human behaviour without imposing 
any predetermined categorisation that might negatively affect the field of enquiry. 
Patton (1990) perceives unstructured interviews as natural extensions of participant 
observations that rely on the spontaneous generation of questions from the natural 
flow of the interviewer-interviewee interaction. 
 
The major factor that motivates researchers to choose unstructured interview 
technique is conveyed by studies conducted by Denzin (1998) and Robertson and 
Boyle (1984). These theorists argue that the researchers ‘epistemology and research 
objectives determine their decision to use unstructured interview for data collection. It 
is observed that researchers who use unstructured interviews often believe in 
constructivist point of view of social reality and correspondingly use the interpretivist 
research paradigm. According to Denzin (1989), Robertson and Boyle (1984), 
researchers that use unstructured interviews believe that they can successfully make 
sense of the interviewee’s world if they approach it through the interviewee’s 
perspective and on the interviewee’s own terms. 
 
The fourth type of interview to consider is non-directive interviews. Kajornboom 
(2004) lists the following features of non-directive interviews: (1) there are no pre-set 
topics and questions; (2) questions are usually non-replanted; (3) The interviewer 
listens and does not take the lead; (4) the interviewer follows what the interviewee 
has to say; (5) the interview leads the conversation. 
 
Gray‘s (2004) views further make clear Kajornboom’s (2004) five attributes of non-
directive interviews. According to Gray (2004), the interviewer has the aims of the 
research in mind and what issues the study intends to comer during the interview; 
hence the interviewee is allowed to talk freely. The role of the interviewer is to check 
interviewee’s unclear statements and to rephrase answers to check for accuracy and 
to ensure clear understanding. Corbetta (2003, p.275) observes that the origins of the 
non-directive interviews could be traced to “dynamic psychology and psychotherapy”, 
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whose objectives are aimed at helping patients to reveal their deep-seated and 
subconscious feelings. Open-ended question interviews or semi-structured interviews 
were used to collect data from the grade three learners from target junior primary 
school. 
 
3.10.2 TYPE OF INTERVIEW USED: OPEN-ENDED/SEMI-STRUCTURED 
INTERVIEWS 
Fox and Bayat (2007, p.72) state that interviews may be conducted on one –to--one 
basis or in focus groups. Focus groups could contain between four and twelve people. 
The tradition of inquiry usually determines the form of the interview. For example in 
phenomenology in-depth interviews form the primary source of data collection, the 
data itself could eventually come from a combination of various sources. It could also 
comprise of data gained from long intensive interviews involving several participants, 
self-deliberation by the researcher and data collected from descriptions of experience 
gained outside the context of research projects, for an example, from novels, poetry, 
sculptures and other art forms. 
 
Stones (1988, p.67) asserts that interviews are “meetings” in which the interviewer 
directs questions at the interviewee and records the obtained responses. The 
meetings themselves often involve face to face integration between the interviewer 
and the interviewee. Interviewing by other means (e.g. over the telephone) is also 
possible. In an interview, the interviewer both presents the questions to the subject 
and records the elicited Reponses. Interviews differ in terms of the degree of 
structure present in (a) the questions asked by the interviewer and (b) the responses 
evoked from the interviewee. 
 
Hopkins (2008, p.110) describes the process of interviews. According to him, a 
classroom interviewing can take four forms: (1) it can occur between teacher and 
pupil; (2) observer and pupil; (3) pupil and pupil, and (4) occasionally, teacher and 
observer. Because teacher-pupil interviews are time consuming, it may be more 
profitable to devote that time to general classroom meetings, and only talk individually 
with pupils when specific data requirement demands it. On the other hand, individual 
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interviews are often very productive sources of information for participant observers 
who want to verify observations they have previously made. Pupil-pupil interviews can 
provide rich sources of data, particularly if the pupil interviewer keeps to an interview 
schedule prepared by the teacher. It is a good idea to take record of these individual 
interviews for further reference, particularly if the encounters are relatively short. 
 
Maree (2008, p.87) defines an interview is a two way conversation in which the 
interviewer asks the participant questions to collect data and to learn about the ideas 
beliefs, views, opinions and behaviours of the participant. The aim of qualitative 
interviews is to see the world through the eyes of the participant. Maree (2008) 
asserts that interviews can be a valuable source of information provided they are used 
correctly. The aim, it is argued, is always to obtain rich descriptive data that could 
help the researcher understand the participant’s construction of knowledge and social 
reality. Maree (2008) also reports that if the participants being interviewed think the 
topic is important and they trust the interviewer they will give the researcher 
information that he/she will not be able to collect in anyway. 
 
Moser and Kalton (1971) describe an interview as a conversation between the 
researcher and the respondent with the aim of gaining certain information from the 
respondent. Wiseman and Aron (1972) liken an interview to a fishing trip. An 
interview, the two authors add, is a two-way-process conversation between the 
researcher and the respondent. It is not, however, like talking to one’s colleagues at 
work or exchanging ideas in a lesson. This is because an interview has been planned 
in advance by the researcher. 
 
An interview has several elements that need to be planned. First, there are the 
questions that have to be asked. Next the order in which the questions should be 
asked. Another step requires selecting the people to be interviewed and gaining their 
informed consent. The researcher also needs to arrange somewhere for the interviews 
to take place and to decide how to record the responses of the interviewees. Finally, 
the researcher needs to transcribe and analyse the interviews in relation to his/her 
overall research question.  
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Koshy (2007, p.92) reports that the main purpose of conducting interviews is to 
gather responses which are richer and more informative than questionnaire data. In 
some cases, adults and children give more honest responses in a one-to-one situation. 
The researcher targeted all grade three learners from one of the Junior Primary 
school. The advantage in using interview schedule questions is that they generate a 
variety of responses. They were easy to design and relatively cheap.  
 
According to Imenda and Muyangwa (1996), interview schedule questions generate 
frank responses from the participants especially when confidentially and anonymity is 
guaranteed. It is argued that respondents’ thinking process is usually revealed and 
complex questions tend to be adequately answered. By using interview schedule the 
study was able gather the required data. Furthermore, thematic analysis of responses 
from interview data yielded extremely interesting information, categories and 
subcategories. 
 
The advantages of open-ended-question interview schedule were that the researcher 
was able to prompt respondents to use their own words and to freely express their 
feelings or opinions in answering the questions. Since the study involved Junior 
Primary School the interview schedules were useful in stimulating valuable data from 
the learners. The first advantage for using open-ended questions was that the 
schedule did not take long to complete and was not complicated. The second 
advantage of open-ended questions was that they allowed the respondents to express 
their own views. The deployment of interview schedules was intended to collect more 
information from the respondents, which could shape and inform the study whose 
findings could provide the needed solutions to the HIV/AIDS problems at the target 
school. 
 
Imenda and Muyangwa (1996) observe that in some cases, adults and children give 
more honest responses in a one-to-one situation. I used the interviews because they 
offered me a two way process or channel though which I and the participants were 
able to meet. It was a one-to-one situation. The participants being my own learners 
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gave me rich information because they trusted me as a “research instrument” in the 
data gathering process. My involvement and immersion in the changing (my HIV/AIDS 
traumatise Grade 3 learners – the real world situation – was “essential since the 
qualitative researcher needs to record those changes in the real-life context”.  
Research states the advantages of carrying out interviews (1) interviews transcripts 
provide powerful evidence for presenting data and making conclusions (2) interviews 
can provide a relaxed context for exploration (3) the interviewer can steer the 
discussion through a fruitful route (3) groups interviews save time and are realistic in 
classroom context (4) interviews can provide unexpected but useful perspectives 
(Koshy, 2007, p.93). 
  
 
3.11. DATA ANALYSIS  
Data analysis is a process of unlocking information hidden in the raw data in order to 
transform it into to something useful and meaningful Aantoos (1991, p.55) According 
to Fox and Bayat (2007, p.106), data analysis involves preparation and management 
of the information that is collected through research for interpretation. Fox and Bayat 
(2007) report that data analysis techniques are employed to clarify the terms, 
concepts, and set battements in the research. The data analyst has to reveal the 
hidden meanings in the text. They further refer to data analysis as the process that 
leads to construction of relevant strategies crucial for data synthesis, induction and 
deductions. 
 
According to Mwanje (2001, p.43), for many qualitative researchers it is often 
problematic to have a clear distraction between data gathering and data analysis. 
Mwanje’s (2001, p.43) study recommends that the researcher should speak about 
“modes of analysis” rather than “data analysis” in qualitative research. The author 
describes three modes of data analysis. The three modes of data analysis are 
hermeneutics, semiotics and phenomenology approaches, all of which focus on 
narratives and metaphor. Hermeneutics is an approach to human understanding that 
entails coding as it provides the philosophy as well as a specific mode of analysis.  
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It is primarily concerned with the meaning of signs and symbols. A narrative is defined 
as a “tale/story and recital of facts, especially the story told in the first person”. 
Metaphor is the application of a name or descriptive term or phrase to an object or 
action to which it is not literally applicable (Online Oxford Dictionary).  
 
Mahlangu (1987) observed that the researcher normally analyses the data collected 
with the use of the “SPSS” which includes the ordering and summarizing of the data 
using drawing meaningful conclusion relating to the population from which the sample 
was drawn. In the primary data analysis researchers review how critics interpret data 
using rules of inference that build on standards statistical but are not the same. 
Analysis and interpretation methods are frequently idiosyncratic to the particular 
reviewer. This lead to criticism of subjectivity and a concern that a variety of 
conflicting methods which have been introduced into the reviewing process. 
Furthermore, qualitative reviewing is based on certain premises. 
 
Methods of data analysis range from simple vote country methods to sophisticated 
statistical techniques to obtain indices of the effect size. In this type data analysis, the 
data is collected by using ‘SPSS”.  The focus of qualitative research is on the 
participant’ perceptions and experiences and the way they make sense of their lives. 
 
3.12.  ETHICAL CONSIDERATION  
It has been observed state that ethics has become a cornerstone for conducting an 
effective and meaningful research (Drew, Hardman, & Hosp,  2008, pp.56-57). 
These writers further state that it is of paramount importance that educational 
researchers respect the rights, privacy, dignity and sensitivities of their research 
participants. Drew, Hardman and Hosp have underscored the need for the researcher 
(whether a psychologist, educator or anthropologist) to be aware of their primary 
responsibilities to participants. These primary responsibilities, which are repeatedly 
clear by research ethics, are to obtain consent, to protect from and to ensure privacy 
of the participants – ethical issues endorsed by Johnson and Christensen (2008: 
p.101-105). 
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According to Mahlangu (1987) ethics generally are considered to deal with beliefs 
about what is right or wrong, proper or improper, good or bad. Ethical considerations 
play an important role in all research studies. Therefore, all researchers are expected 
to be aware of and to pay attention to the importance of ethical considerations in their 
research. Many professional organizations have developed ethical principles for their 
members, and national governments worldwide have passed laws to protect research 
participants from harm and invasion of privacy. 
 
The most authoritative source of ethical guidelines for researchers is the Ethical 
Principles of Psychologist and Code of Conduct, which was designed for and published 
by the American Psychological Association (APA). Gillham (2005, p.12) believes that 
people need to know what they are letting themselves in for with regards to observing 
research ethical rules. One of the most debated ethical concepts is the issue of 
informed consent form. 
 
Van Dalen (1979, p.32) and McMillan and Schumacher (2006) have identified the 
following main principles of research ethics: the concept of privacy, concept of 
anonymity, concept of confidentiality, and the concept of informed consent. These 
writers have stated ethical norms that have been established by law or tradition 
stipulate what researchers owe obligations to their human subjects, their scientific 
colleagues, and society. On the question of the role of ethical considerations in 
research Maree (2010, p.41) reports the researcher is expected to observe the issue 
of confidentiality because it is an essential aspect of research ethical regulations. This 
aspect of research ethics deals with the issue of the confidentiality of the results and 
findings of the study, and the protection of the participants’ identities. This ethical 
concept also includes obtaining permission to be interviewed and so on. 
 
McMillan and Schumacher (2006, p.182) have also drawn researchers’ attention to 
one vital obligation of the researcher: that principal investigator of a research study 
/project is responsible for ensuring that all the ethical standards applicable to the 
study are observed. The investigator is required by research ethics to inform the 
subjects of all aspects of the research that might influence their willingness to 
   60 
 
participate and to answer all enquiries of subjects on features that might have 
adverse effects or consequences. The investigator is expected to secure informed 
consent from the subjects before they participate in research.  
 
Leedy and Ormrod (2005, p.101) have rehearsed and endorsed the ethical norms 
outlined above. Most ethical issues in research fall into one of four categories: 
protection from harm, informed consent, right to privacy and honesty with 
professional colleagues. In this research, the following ethical issues were applied: 
 
3.12.1 Permission 
Letters requesting permission to conduct research were written and forwarded to 
these stake-holders. Just before the research commenced permission and consent 
letters were sent to the Department of Education (District Managers, the Managers of 
participating schools and the participants themselves). 
  
3.12.2  Consent 
The informed consent norm involves the procedure by which an individual may choose 
whether or not to participate in a research study. According to Best and Kahn (2006, 
p.345), the researcher`s task is to ensure that participants have a complete 
understanding of the purpose and methods to be used in the study. In compliance 
with this ethical rule, I explained to the participants that everyone had the right to 
withdraw from the study at any time. 
  
3.12.3. Anonymity  
I assured the participants that their identities would not be disclosed under any 
circumstances. To ensure their anonymity their responses to questions were 
categorized anonymously by replacing their names with numbers: participant   1, 2, 3 
or participant a, b and c from data transcription through data analysis to data 
presentation and interpretation. 
 
3.12.4. Confidentiality  
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All the participants were informed that all their responses would be kept private and 
treated with complete confidentiality. I made it clear that were restrictions on who 
should have access to their personal details and interview responses. The respondents 
were also told, clearly, that their identities would be concealed. They were assured of 
the confidentiality regulation that their names and those of the school would not be 
revealed at any stage. Their responses were to be kept confidential by eliminating 
features that might lead to the direct identification of the true identities of 
respondents (Gillham, 2005, p.130). 
3.12.5. Protection from Harm 
Research ethical norms also stipulate that researchers should not expose research 
participants to undue physical or psychological harm. In conformity with this ethical 
requirement I ensured that the participants were not placed in any harmful situation 
that might lead to the risk of losing life or limb nor were any participant subjected to 
unusual stress, embarrassment, or loss of self-esteem. 
 
3.12.6.  Right to Privacy 
In order to comply with the ethical rule that demands respecting participants’ right to 
privacy, I kept the nature and quality of the participants’ HIV/AIDS knowledge level 
assessment performance strictly confidential. 
 
3.12.7.  Honesty with Professional Colleagues 
I has also observed the ethical concept of honesty with professional colleagues. This 
was achieved by reporting the research findings in a complete and honest fashion. 
That was not all. I avoided misrepresenting what the participants’ stories or 
intentionally misleading others about the nature of their responses and the final 
research findings. 
 
3.12.8. Voluntary Participation 
In the context of voluntary participation, the participants in research study must 
consent to participate in the study voluntarily. They can even withdraw if they like. 
The concept of voluntary participation was explained to all the participants and they 
were informed of their right withdraw from taking part in the study.  
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3.13.  VALIDITY AND RELIABILITY OF DATA 
Validity of an instrument refers to an extent to which the instrument measures what it 
is supposed to measure (Maree & Ebersöhn, 2002, p.16). Maree and Ebersöhn (2002) 
recommend that the researcher should choose constructive validity because this type 
is needed for standardization. Constructive validity has to do with how well-designed 
constructs covered by the instrument are measured by different groups of related 
items. The validity will be revealed by the performance of the respondents’ ability to 
narrate the story – a process that leads to reliability. The reliability is the extent to 
which a measuring instrument is repeatable and consistent. It is easy to understand 
why the instrument should be reliable. What would be the use of instruments that 
give one score today and different one tomorrow (Maree, 2007, p.215). 
 
According to the course module compiled by the University of Pretoria entitled 
“Introduction to Qualitative Research” (2002, p.129), reliability is the extent to which 
a test measured consistently that which is being measured. The course module further 
defines reliability as a degree of correspondence between two (2) sets of scores for 
one person. It is essential a synonym for consistency and replicability over time, over 
instruments and over groups of respondents. It is concerned with precision and 
accuracy. Some of its features, e.g. height, can be measured precisely, whilst others, 
cannot.  
 
Reliability is expressed numerically, usually as a coefficient ranging from o.o to 1.o; a 
high coefficient indicates high reliability. For research to be reliable it must 
demonstrate that if it were carried out on a similar group of respondents in a similar 
context, then similar results would be found. Reliability provides information about the 
inevitable fluctuations in scores due to person and test factors. No test is perfectly 
reliable: but the smaller the measurement error the more reliable the test is. 
 
Louis ,  Le i thwood, Wahlstrom,& Anderson  (2000, p.113) define validity as the 
degree to which a test measures what is intended to measure; a test is valid for a 
particular group. The four writers also add that validity of a questionnaire refers to the 
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degree to which a test succeeds in measuring what it has set out to measure. Lastly 
validity is an important key that affects the research, and, therefore, if a piece of a 
research is invalid then it is worthless. In nutshell, validity is a requirement for both 
quantitative and qualitative research. 
 
3.14.  LIMITATION AND DELIMITATION OF THE STUDY 
As I am a full-time employee, it was not easy it to conduct this study. The principal of 
the school was sometimes reluctant to grant me leave of absence so I could do the 
field research and collect data. The schools are too busy allow educator researchers to 
engage in research projects that take them away from classroom instruction, the core 
business of the teaching profession. There are many post graduate students in the 
University where the researcher was studying and so it was very difficult to have 
access computers crucial for research. The researcher chose to locate the study within 
the rural area in Libode District in the Eastern Cape. The researcher selected one 
school and purposively chose all Grade 3 learners (boys and girls).  
 
The main limitation of this qualitative study is that it will not be possible to extend its 
findings to wider populations with the same degree of certainty as a quantitative 
study. This major limitation was created by the purposively selected sample as 
opposed to randomly chosen sample. The non-probability sample will not allow 
generalisation to the wider population.   
 
 
3.15.  SUMMARY 
This chapter discussed, in detail, the methodologies that were applied in this study. 
What became evident was that whatever approach or methodology one chooses to 
use, it must be credible and trustworthy. As a researcher, one must be able to 
contextualize the findings of the study within the body of existing knowledge on the 
topic and be able to indicate how it corroborates what is already known and the new 
insights that it offers, which could enhance our understanding of the phenomena 
under investigation. To achieve this, data analysis should allow the reader to share in 
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one understands of and conclusions about the emerging reality described in the study 
(Maree, 2007, p.117). One defining feature of the study, which focuses on Grade 3 
learners’ HIV/AIDS levels of knowledge, attitudes to HIV/AIDS and victims of 
HIV/AIDS, is that it is framed with children’s concepts of illness theory and children’s 
rights theory.  
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CHAPTER 4 
DATA ANALYSIS AND PRESANTATION OF FINDINGS 
 
4.1 INTRODUCTION  
In this chapter the researcher presented, and analysed the data collected, in order to 
answer the research questions raised in previous chapters. Interview schedules, which 
were in the form of learner journal with a total of eight (8) questions, were 
constructed. The questions were asked in a form of a class test to all Grade 3 learners 
in one of the Libode schools. The data was captured and analysed.  
 
4.2 DATA ANALYSIS 
The information, which was analysed, was the primary data collected from respondent 
(children’s answer sheets). Fox and Bayat (2007, p.106) have pointed out that data 
analysis techniques are employed to clarify and refine the terms, concepts, statements 
in the research, especially where there is an existing body of literature. The analysis 
of research information ought to be perceived as the process of reasoning strategies 
and argumentation, which form an integral part of the data analysis process.  
 
To analyse the qualitative data/responses in learner responses, the researcher coded, 
labelled and gave variables to the responses from the respondents  in  order  to 
produce frequencies and percentages presented in tabular format. To analyse the 
qualitative data (open-ended) data /responses, the researcher performed sentence 
analysis of each response in the interview schedule in order to produce themes.  
 
Themes were further classified according to their meanings in order to generate 
patterns. The patterns were further analysed to tally with the marks in order to 
produce frequency counts and percentages, which were presented in tabular format. 
The primary data collected was analysed by using SPSS. The focus of qualitative 
research is on the participant’s perceptions and experiences and the way they make 
sense of their lives. 
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4.3. ANALYSIS OF RESPONDENT RESPONSES  
 
One school was identified for the completion of the interview schedule. The school 
was not mentioned for the purpose of maintaining the participants’ anonymity.  
 
During the day the respondents were given interview schedules containing 8 
questions. During the same day the interviewees were taken through the procedure 
and were allowed to complete the questions during the same day. All the participants 
answered the 8 questions.  
 
The data that was collected was reported in words and later in numbers. Qualitative 
research focuses on the participants perceptions and experience and the way they 
make sense of their lives. The open-ended questions that generated the semi-
structured interview data and analysis of participants’ responses are outlined below.  
 
4.4.  The responses to the following open-ended questions: 
 
Question 1: How many types of diseases do you know?  
 
Out of forty-one respondents twenty-three reported that they knew two types of 
diseases. Nine respondents mentioned that they knew one type of disease whereas 
eight of respondents mentioned that they knew three types of diseases. And one 
respondent stated that or she knew four types of diseases. The majority of the 
respondents had demonstrated that they had basic concepts of the diseases. The 
above generalisation on the respondents’ level of knowledge about diseases is 
confirmed by the above data analysis of participant responses. It means that they 
have knowledge about the diseases.  
 
Question 2: Name them 
The responses to question 2 highlighted the respondents’ awareness of the basic 
concepts of diseases. Out of forty-one (41) participants twenty-five (25) identified 
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HIV/AIDS as a disease. Some respondents mentioned other diseases, like 
tuberculosis, cancer, fever, pneumonia, diabetes, heart-attack, arthritis and cholera. 
The respondents identified tuberculosis as an opportunistic disease frequently 
reviewed in the literature as one of the symptoms of the HIV/AIDS. 
 
 Question 3: How does a sick person look like?  
The children’s concepts of illness theory that informs the study is underpinned the 
narratives and stories generated by the open-ended interview responses: (1)”twenty-
three reported that the sick person looked thin”;  (2) “Seven respondents  highlighted 
the fact that the sick person looked weak“ ; (3 ) “Two respondents reported that a 
sick person does not speak much”; (4) “Four respondents said that the sick persons 
sleeps all the time; (5) “Out of forty-one respondents three reported that one can see 
a sick person tends to sweat”.  
 
The above responses showed that though the respondents were very young their 
answers displayed age-specific concepts of illness and lived experiences.  
 
QUESTION  4: Where was the sick person taken to? 
Eighteen responses stated that a sick person is normally taken to the hospital, the 
clinic or the doctor. Twelve learner participants reported that a sick person is usually 
taken to the doctor while eleven respondents reported that the sick person is usually 
taken to the clinic. My insider experience and intimate interaction with the learner 
participants enabled me to expose the deeper feelings and their levels of HIV/AIDS 
knowledge, attitudes and concepts of illness. The participant responses suggested 
that the respondents had acquired the basic knowledge about common diseases. This 
basic knowledge about illness and the suffering of sick persons enabled them to 
identify common diseases but also to notice and to become aware of sick people and 
what they needed to do to get better. They had also displayed basic knowledge about 
symptoms associated with common diseases. Their responses indicated that their 
basic knowledge levels on concepts of illness enabled to recognise a person suffering 
from HIV/AIDS and who needed to be taken to the hospital, the clinic or the doctor. 
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Question 5: By what does a sick person travel?  
The participant responses to question 5 are listed below: 
 Thirteen respondents reported as follows: “A sick person travelled by 
ambulance”. 
 Six respondents reported as follows: “A sick person travelled by taxi“. 
 Twenty-two out the 41 participants gave various positive answers to question 
five.  
A summary of the overall responses of the 41 participants to question five showed 
that the respondents knew that it was not acceptable to stay with somebody who was 
sick and do nothing to help the sick person get better. The sick person should not be 
ignored to suffer alone. He or she must be taken to clinic, the doctor or “the hospital 
by means of transport”. 
 
Question 6: Does a sick person like food?  
The participant responses to question 6 are bulleted below: 
 Out of forty-one respondents thirty-eight respondents reported as follows: “A 
sick person does not like food”. 
 Only three participants responded to the question like this: “A sick person does 
like food “.  
The above responses showed that the majority of the respondents know that a sick 
person loses appetite and does not like to food. 
 
4.5. SCHOOL  
After completion of data analysis of children’s responses I further presented the data 
into tables and graphs just to clarify them further. 
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QUESTTION 1: How many diseases do you know? 
How many diseases do you know? 
 
 Frequency Percept Valid Percept Cumulative Percept 
Valid 
One 9 22.0 22.0 22.0 
Two 23 56.1 56.1 78.0 
Three 8 19.5 19.5 97.6 
Four 1 2.4 2.4 100.0 
Total 41 100.0 100.0  
 
 
 
Out of forty-one (41) learners nine (9) learners said that they know one disease. 
Twenty-three of them stated that they knew two types of diseases. Eight of them 
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reported that they know three types of diseases. One respondent said he/she knew 
four types of diseases. 
 
QUESTTION 2: Name them.  
 
I know HIV. 
 Frequency Percept Valid Percept Cumulative Percept 
Valid 
 16 39.0 39.0 39.0 
HIV 25 61.0 61.0 100.0 
Total 41 100.0 100.0  
 
I know TB. 
 Frequency Percept Valid Percept Cumulative Percept 
Valid 
 24 58.5 58.5 58.5 
TB 17 41.5 41.5 100.0 
Total 41 100.0 100.0  
 
I know cancer. 
 Frequency Percept Valid Percept Cumulative Percept 
Valid 
 34 82.9 82.9 82.9 
Cancer 7 17.1 17.1 100.0 
Total 41 100.0 100.0  
 
I know fever. 
 Frequency Percept Valid Percept Cumulative Percent 
Valid 
 36 87.8 87.8 87.8 
Fever 5 12.2 12.2 100.0 
Total 41 100.0 100.0  
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I know pneumonia. 
 Frequency Percent Valid Percent Cumulative Percent 
Valid 
 38 92.7 92.7 92.7 
Pneumonia 3 7.3 7.3 100.0 
Total 41 100.0 100.0  
 
 
I know Diabetes. 
 Frequency Percent Valid Percent Cumulative Percent 
Valid 
 38 92.7 92.7 92.7 
Diabetes 3 7.3 7.3 100.0 
Total 41 100.0 100.0  
 
I know heart attack 
 Frequency Percent Valid Percent Cumulative Percent 
Valid 
 28 68.3 68.3 68.3 
Heart 
attack 
13 31.7 31.7 100.0 
Total 41 100.0 100.0  
 
I know arthritis 
 Frequency Percent Valid Percent Cumulative Percent 
Valid 
 36 87.8 87.8 87.8 
Arthritis 5 12.2 12.2 100.0 
Total 41 100.0 100.0  
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I know cholera 
 Frequency Percent Valid Percent Cumulative Percent 
Valid 
 36 87.8 87.8 87.8 
Cholera 5 12.2 12.2 100.0 
Total 41 100.0 100.0  
 
 
 
Out of forty –one (41) learners twenty five (25) learners said that they know 
HIV/AIDS .The frequency is sixteen (16) .The percentage of the frequency is 
(39,02%) and also the valid percentage is (39,02%).The cumulative percentage is 
(39,02) . The percentage of the learners that they know HIV/AID is (60, 98%) and 
also their valid percentage is (60, 98%). The cumulative percentage is (100). 
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Out of forty –one (41) seventeen learners said that they know T.B. The frequency is 
twenty –four (24). The percentage of the frequency is (58.5) and the valid percentage 
is (58.5). The cumulative percentage is (58.5). The percentage of the learners that 
had mentioned T.B is (41.5) and the valid percentage is (41.5). The cumulative 
percentage is (100.0). 
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Out of the forty –one learners only seven that had mentioned cancer. The frequency 
is thirty –four (34). The percentage of the frequency is (82.9) and the valid 
percentage is (82.9). The cumulative percentage is also (82.9).  The percentage of 
the learners that they mentioned cancer is (17.1) and the valid percentage is also 
(17.1)   and the  cumulative is (100.0). 
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Out of forty –one (41) learners only five (5) learners mentioned that they know fever. 
The frequency is thirty six (36). The percentage is (87.8) and the valid percentage is 
(87.8). The cumulative is (87.8). The percentage of the learners that they mentioned 
HIV/AIDS is (12.2) and the valid percentage is (12.2) . The cumulative is (100.0).  
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Out of the forty-one (41) learners three learners mentioned pneumonia. The 
frequency is thirty eight (38). The percentage of the frequency is (92.7) and the valid 
percentage is (92.7). The cumulative is percentage is (92.7).The percentage of the 
learners that had mentioned pneumonia is (7.3) and the valid percentage is (7.3). The 
cumulative percentage is (100.0). 
   77 
 
 
 
Out of forty –one (41)  learners  only  three learners that had mentioned diabetes. 
The frequency is thirty eight (38). The percentage is (92.7) and the valid percentage 
is (92.7) .The cumulative percentage is (92.7). The percentage of the learners that 
had mentioned diabetes is (7.3) and the valid percentage is (7.3). The cumulative 
percentage is (100.0). 
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Thirteen (13) learners mentioned heart attack. Out of forty –one learners the 
frequency is twenty eight (28). The percentage is (68.3) and the valid percentage is 
(68.3). The cumulative percentage is (68.3) .The percentage of the learners that had 
mentioned heart attack is (31.7) and the valid percentage is (31.7). The cumulative is 
(100.0). 
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Out of forty –one (41) learners five learners mentioned the disease called arthritis . 
The frequency is thirty six (36) and the percentage is (87.7). The valid percentage is 
(87.8) . The cumulative percentage is (87.7). The percentage of the learners that had 
mentioned arthritis is (12.2) and the valid percentage is (12.2). The cumulative 
percentage is (100). 
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Twenty-five (25) learners mentioned HIV/AIDS. Seventeen identified tuberculosis as a 
disease. Seven (7) out of the forty-one (41) participants mentioned cancer. Five 
learners also said that they knew fever. Three (3) out of forty-one participants 
identified pneumonia as a disease. Another three (3) mentioned diabetes. Thirteen 
(13) respondents mentioned heart attack. Arthritis was identified as a disease by five 
(5) learners. Five (5) participants also mentioned cholera. The percentage of the 
correct answer to these questions was twelve point two (12.2). The cumulative 
percentage is hundred point zero (100, 0). 
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QUESTION 3: How does a sick person look like? 
How does a sick person look like? 
 
 Frequency Percent Valid 
Percent 
Cumulative Percent 
Valid 
Thin 23 56.1 56.1 56.1 
Weak 7 17.1 17.1 73.2 
He/She does not speak 
much 
2 4.9 4.9 78.0 
Itching 1 2.4 2.4 80.5 
Sleeping all the time 1 2.4 2.4 82.9 
Swearting 3 7.3 7.3 90.2 
In pain 4 9.8 9.8 100.0 
Total 41 100.0 100.0  
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Twenty-three learners responded that he/she looked thin. Seven learners responded 
that he/she was weak. The percentage of the seven correct responses was seventeen 
point one (17.1) and the cumulative percentage was seventy-three point two (73.2). 
Two (2) respondents out of the total of forty-one (41) said the sick person did not talk 
much. One learner said that sick was feeling itchy. Another one participant responded 
by saying that sick person was sweating. Four respondents stated that he/she was in 
pain.  
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QUESTION 4: Where is a sick person taken to?  
Where is a sick person taken to? 
 
 Frequency Percent Valid Percent Cumulative Percent 
Valid 
Hospital 18 43.9 43.9 43.9 
Doctor 12 29.3 29.3 73.2 
Clinic 11 26.8 26.8 100.0 
Total 41 100.0 100.0  
 
 
 
Eighteen respondents stated that a sick person needs to be taken hospital. Forty-three 
point nine percent (43.9%) of the participants got answer right. The cumulative 
percentage was also forty-three point nine (43.9). Twelve participants stated that the 
person stated that the sick person was taken to the doctor. The percentage of the 
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correct responses to question four (4) twenty-nine point three (29.3). The cumulative 
percentage for this question was twenty-nine point three. Eleven respondents stated 
that a sick person has to be taken to the clinic.  
 
QUESTION 5: By what does a sick person travel?  
By what does a sick person travel’? 
 
 Frequency Percent Valid Percent Cumulative Percent 
Valid 
Ambulance 13 31.7 31.7 31.7 
Taxi 6 14.6 14.6 46.3 
Car 22 53.7 53.7 100.0 
Total 41 100.0 100.0  
 
 
The respondents gave different responses. Out of forty-one (41) respondents thirteen  
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(13) reported stated that a sick person normally travelled by means of an ambulance. 
Six (6) respondents stated that the sick travelled by taxi. The twenty-two (22) 
respondents mentioned a car while sic respondents mentioned a taxi.  
 
QUESTION 6: Does a sick person like food? 
Does a sick person like food? 
 
 Frequency Percent Valid Percent Cumulative Percent 
Valid 
Ewe 3 7.3 7.3 7.3 
Hayi 38 92.7 92.7 100.0 
Total 41 100.0 100.0  
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The following frequency and the percentages of the following responses showed that 
the majority of participants knew that when a person is sick he or she does not like 
food. Only three (3) respondents stated that a sick person likes food. Thirty-eight (38) 
respondents stated that a sick person does not like food. It means that the Grade 3 
participants were aware that a sick person does not like eating. 
QUESTION 7: Draw a sick person. 
The learners did respond to this request by drawing what a sick person looks like. 
They drew different types of sick people and tried to capture realistic image of a 
person who is ill.  Their responses are attached the appendices section of the study. 
They tried to show that they had a mental image of sick person and aware of the 
concepts of illness. 
 
QUESTION 8: Draw the transport by which a sick person travels 
In question eight thirty-five respondents out of the total forty-one participants tried to 
draw the type of transport that a sick person travels by. The drawings were also 
attached to the appendices section of the study. 
  
4.5 SUMMARY OF FINDINGS  
The findings clearly revealed that learners did not have enough information and 
knowledge about the disease. There was lack of free communication about the 
HIV/AIDS between the parents, teachers and learners. I discovered that the young 
learners were neglected and very little or no attempt was made to teach them or to 
talk to them about HIV/AIDS. Though they are young, some of them were infected 
with HIV/AIDS disease. Some of them were born with this disease. Some of them 
were infected in schools. As they were not taught about HIV/AIDS, they exposed 
themselves to all kinds of risk-taking situations. For example they lived carelessly and 
exposed themselves to HIV/AIDS infecting situations like touching somebody’s blood if 
he/she had been cut by sharp objects. 
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4.6 CONCLUSION 
HIV/AIDS has emerged as the most stubborn and chronic problem that defies all 
efforts aimed at eliminating the pandemic from the world. Disadvantaged communities 
and families need extensive health education and strategies directed against stigma 
and discrimination created by HIV/AIDS. With the increasing numbers of people, 
especially the children, dying of HIV/AIDS and more becoming infected with 
HIV/AIDS, schools have the grave responsibility of educating young learners to regard 
HIV/AIDS as a serious matter.  
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CHAPTER 5 
DISCUSSIONS OF FINDINGS, CONCLUSSIONS 
AND RECOMMENDATION 
 
5.1 INTRODUCTION 
This chapter presents the summary of findings of the study and also highlights the 
main findings. The chapter also presents the conclusions drawn from the literature 
reviewed and the themes and meanings that emerged from the data analysis. This 
chapter also focuses on presenting the recommendations extracted from the research 
results and the findings. The chapter also has indicated thematic areas for possible 
future research. It was the intention of the study to assess the knowledge and 
attitudes of learners with regard to HIV/AIDS in Libode Education District.  
 
5.2 LACK OF KNOWLEDGE OF HIV/AIDS   
Learners mentioned different types of diseases. These included tuberculosis, heart-
attack, fever/flu, diabetes, cholera, HIV/AIDS, pneumonia, arthritis and cancer. 
Among all these disease listed by the participants HIV/AIDS emerged as “the most 
destructive and continuing disease. It is a continuing and incurable disease”. 
 
The above statements from learners can be supported by Mishra (2005), who argues 
that in the absence of a cure, and in most areas in the absence of adequate 
treatment, HIV/AIDS diminishes or destroys quality of life before it takes away life 
itself. Caelers (2005) supported the above statement that learners affected by 
HIV/AIDS at home or at school report feeling depressed, fearful and misunderstood. 
Mishra (2005, p.26) argues that to reach the young before they are sexually active, or 
sexually targeted, HIV/AIDS education must begin early and extend throughout their 
school years. Attitudes of young people can be changed to reduce their risk to 
HIV/AIDS infection. 
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As I was investigating children’s knowledge and attitudes about HIV/AIDS, I had 
discovered that they did not know what exactly HIV/AIDS is. They did not have even 
attitudes towards people who are HIV/AIDS-infected because they did not have 
enough knowledge about the pandemic. The primary data analysed suggested that 
the Grade 3 learners participants knew about HIV/AIDS and other common diseases 
However, the results indicated that they were not even aware of how it is transmitted. 
Furthermore, they did not know how to protect themselves from getting infected.   
 
5.3  LACK OF KNOWLEDGE ABOUT AWARENESS PROGRAMMES 
The Grade 3 participants’ lack of knowledge about HIV/AIDS confirmed the views 
expressed in the relevant literature reviewed. For example the findings of the 2010 
SACMEQ Report indicated that South African primary school learners’ levels of 
knowledge about HIV/AIDS were lower than those of their age groups from Tanzania, 
whose knowledge was also assessed by the SACMEQ Research Report. The findings of 
my study suggested the failure of the health centres that provide and offer people 
Voluntary Counselling and Treatment (VTC). The children respondents were not 
willing to disclose their health status because they might be discriminated against by 
their siblings and school mates. It must be repeated that the South African 
Constitution encourages learners not to discriminate against learners who are 
HIV/AIDS positive.  
 
Learners also asserted that “one becomes infected at any stage”. In a newspaper 
article published by the Cape Argus entitled Our Children Need Condoms at School” 
Caelers (2005, p.5) supported the above statement: that learners are being infected 
by HIV/AIDS at home and at school. The literature has marshalled enough evidence to 
support the fact that people become infected through the carelessness of doctors and 
nurses by sharing untreated needles in injecting people. In the schools the young 
learners are not allowed to get involved in awareness programmes because the 
teachers think that they are too young to be talking about disease which is mainly 
transmitted through sexual relationship. School teachers allow only learners they 
know are sexually active. 
 
   90 
 
The young learners are taught life skills instead of life orientation. Life skills do not go 
deeper into HIV/AIDS whereas life orientation goes deeper. I discovered that the only 
way to reduce HIV/AIDS infections among school children was to teach young primary 
school children about HIV/AIDS. Capacitating young learners about this disease is 
important because HIV/AIDS is killing members of this age group as well: HI/AIDS 
kills both adults and young children because the disease does not discriminate against 
age. The researcher also found out that the young learners are not involved in health 
promoting interventions. They are treated as children. In schools there are no 
caregivers to help the learners when they have accident at school. Koop (1989, p.27) 
observes that children need to be educated about HIV/AIDS in order to know how to 
protect themselves. Principals, guidance teachers and teachers at large should 
educate young learners about HIV/AIDS in order to limit its spread. 
 
5.4 RECOMMENDATIONS 
The following recommendations are based mainly on the findings of the researcher 
about the extent of the Knowledge and attitudes of learners as related to HIV/AIDS 
within the Libode Education District. The researcher recommended the following: 
 
5.4.1 The South African Government 
The study recommended that government should address the following two major 
social and economic realities: 
 Provide services designed to mitigate the wide-ranging impacts of the 
epidemic.  
 Offer intensive, in-service training for HIV/AIDS Educators. 
 
5.4.2  Schools 
The following suggestions are aimed at redressing the impact of HIV/AIDS on schools: 
 The schools should render support to all those who are infected by the 
epidemic, whether they are teachers or the learners. 
 Provide the school management team with in-service training regarding 
HIV/AIDS Education. 
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 Formulate and implement an HIV/AIDS school policy using the National Policy 
as a benchmark. 
 Address the inclusion of HIV/AIDS in all learning areas. 
 
5.4.3 Role of the Community  
The role the community can play to create an enabling environment for reducing the 
endless suffering visited upon defenceless and vulnerable children are: 
 Community leaders to take responsibility of inviting health workers to increase 
awareness and knowledge about HIV/AIDS, its mode of transmission and risk 
reduction strategies. 
 The community to protect people suffering from HIV/AIDS in their communities 
and fight against discrimination and stigmatization. 
 Stakeholders and community members must promote community projects with 
the help of NGOs in order to assist HIV/AIDS suffers survive. 
 
5.4.4 Role of Parent /Guardian  
Parents should be concerned about the protection of their children and relatives. 
Sexual matters should be discussed at home so that children can understand the 
impact of HIV/AIDS on their families. It is understood that some parents and relatives 
are too embarrassed to discuss sexual matters with young children. To save the lives 
of young children the cultural barriers need to be broken. Children must be free to ask 
their parents and guardians questions about HIV/AIDS.  
 
5.4.5 Role of the Church 
Religious organizations need to develop a stronger presence at places where young 
people tend congregate especially in during youth social activities.   
 Several studies show that the youth with strong religious principles and values are 
less likely to engage in risky sexual behaviours.  
 
5.4.6  Department of Education 
The following recommendations might help the Department of Education in 
addressing the enormous challenges posed by HIV/AIDS: 
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 The Department of Education in all policy documents should encourage schools 
to become caring communities that make it easier children to feel free and 
speak openly about HIV/AIDS. 
 The Ministry of Education in collaboration with the Ministry of Health must 
ensure that the national education system plays its part in stemming the 
spread of HIV/AIDS and ensuring that the rights of all those infected and 
affected by HIV/AIDS are fully protected. 
 People including school children should be taught about HIV/AIDS. This 
knowledge must cover all aspects of the epidemic: what it is, what it does, and 
how people can protect themselves against the disease. 
 The government should recommend HIV/AIDS as a teaching subject when new 
curriculums are designed. 
 The study should encourage further researchers to determine what the 
situation is in South African classrooms. 
 It is hoped that this study might succeed in assisting learners to develop 
knowledge, skills, values and positive attitudes about HIV/AIDS and encourage 
them to find more about HIV/AIDS. 
 
5.5 CONCLUSION AND SUMMARY OF THE STUDY 
With increasing numbers of people, especially children dying of HIV/AIDS and more 
becoming infected with HIV/AIDS, schools have the grave responsibility of educating 
students to regard HIV/AIDS as a serious matter. Koop (1989, p.27) stated that 
children need to be educated about HIV/AIDS in order to know how to protect 
themselves. Principals of Junior Primary schools, guidance teachers and teachers in 
general should educate young learners about HIV/AIDS in order to limit its spread. 
 
The main purpose of this study was to investigate the knowledge and attitudes of the 
grade 3 learners about HIV/AIDS pandemic in Junior Primary school in Libode 
Education District. The deeper objective of the study was the Grade 3 learner 
participants develop the initial basic concepts of illness and HIV/AIDS to a matured 
and competent knowledge about HIV/AIDS. It was hoped that when the participants 
became teenagers they should know that the Human Immunodeficiency Virus (HIV) 
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which causes Acquired Immunodeficiency Syndrome (AIDS) poses the greatest 
challenge to our schools. 
 
HIV/AIDS is a disease that threatens the lives of all of us including school children. As 
the respondents themselves had indicated in their responses HIV/AIDS is a continuing 
growth disease that affects all spheres of human existence. There is no cure for 
HIV/AIDS, and it is transmitted by various ways including sexual contact.  Therefore, 
it is vital that everyone knows about the disease. In particular, people need to know 
what it is, how it is transmitted, how to protect themselves from it, and how to relate 
with people with HIV/AIDS. 
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